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ABSTRACT 
This study investigated the implementation of specialized hospital foodservice software 
in five hospital foodservice departments using qualitative and quantitative research methods. The 
software provided diet office systems management, purchasing, inventory, production tools, 
financial, and cafeteria management features.  The departments underwent a mandatory 
implementation of the software.  Each hospital belonged to a division of 17 hospitals within a 
large for-profit healthcare corporation.  
 Face-to-face interviews were conducted with 27 individuals involved in the 
implementation of the software or who used the software during and following implementation.  
Additionally, a questionnaire investigating technology readiness and willingness to adopt was 
administered post-implementation to 104 hospital foodservice employees working in the five 
hospital foodservice departments.  Secondary patient satisfaction data and financial data 
spanning six months pre-implementation through six months post-implementation were 
analyzed.   
Findings included: identification of barriers and facilitators to software implementation, 
preferred methods of training, and identification of requested communication tools.  Benefits and 
disadvantages regarding the implementation were identified and modifications to department 
operations made post-implementation were pinpointed.   
A perceived effect on departmental efficiency was noted at four of the five foodservice 
departments; however, the perceived effect was not consistent and no overall effect was found.  
Patient satisfaction was impacted by the implementation process.  Four of the five foodservice 
departments experienced a decrease in patient satisfaction during the quarter software 
implementation occurred.  
x 
 
The results from the survey indicated there was familiarity with and perceived value in 
the use of technology.  The majority of foodservice employees (69%) indicated they ‘liked the 
idea of automating the diet office’. 
This study found leadership and communication are key components in the 
implementation of software in hospital foodservice.  Evidence of strong leadership and good 
communication helped to facilitate the implementation, while poor communication and 
leadership were barriers to the implementation process.  Electronic training methods were poorly 
received by the end users, while hands on training was well received and found effective by end 
users.  The addition of registered dietitians in the implementation process appeared beneficial 
and resulted in the end users appearing to be more proficient in the use of the software.
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CHAPTER 1: INTRODUCTION 
Introduction 
 
 Healthcare business dynamics bring operational challenges that often lead to change 
(Studer, 2013).  Forces at work driving change in hospital operations include the introduction of 
the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS®), a patient 
survey conducted to measure patient satisfaction following a hospital admission; in 2008, the 
HCAHPS® became required for acute care hospitals.  Non-compliance with administering the 
HCAHPS® survey results in a reduction in Medicare reimbursement (Centers for Medicare & 
Medicaid Services, 2015). Changes in hospital reimbursement resulting from congressional 
mandates including the Affordable Care Act of 2010 and modifications of the oversight practices 
of the Joint Commission, a national accrediting organization, all contribute to modifications 
needed in hospital operations (Studer, 2013).  In 2006, the Joint Commission’s changes included 
the move to unannounced onsite surveys (The Joint Commission, 2016; Studer, 2013).  In 
addition, hospitals struggle with operational, equipment, supply, and facility issues that affect 
efficiency and patient safety (Tucker, Singer, Hayes, & Falwell, 2008).  These concerns compel 
hospitals to work toward operating more efficiently with fewer resources while maintaining an 
elevated condition of readiness and a focus on quality (Studer, 2013).   
Two percent of hospital reimbursement, received as payment for the care of Medicare 
patients, is directly tied to patient quality and perception indicators (CMS, 2015).  Clinical 
quality indicators are referred to as core measures.  The core measures are specific treatment 
recommendations that are tracked by the hospital and reported to the Centers for Medicare and 
Medicaid Services (CMS).  Higher compliance to recommendations results in more 
reimbursement to the hospital (CMS, 2015).  Patient perception is measured through Hospital 
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HCAHPS® survey outcomes and compared to other participating hospitals.  The patient 
perception results effect the level of reimbursement an acute care hospital receives (CMS, 2015).    
Competition for patients has triggered hospital administrators to focus on aspects of 
hospital care that contribute to patient perceptions of quality, including patient satisfaction scores 
related to foodservices (Romano, 2004).  The strength of the relationship between patient 
satisfaction with foodservices and their overall satisfaction with the hospital experience is 
unclear.  However, higher patient satisfaction with hospital services, including foodservices, has 
been related to higher overall patient satisfaction as well as behavioral intention to choose the 
hospital again (Woodside, Frey, & Daly, 1989).    
Accommodating patient preferences, improving efficiency, and reducing waste in a 
hospital foodservice operation are important tactics in improving foodservice operations.  
Changes to patient meal delivery and menu preparation effect the foodservice operation as a 
whole (Stein, 2000).  The department must meet the hospital’s financial goals, quality indicators 
and comply with federal, state, and local guidelines (Puckett, 2013).  It is necessary for the 
foodservice department to cooperate with other hospital departments and strive to meet the goals 
of the entire organization.  Therein, hospital foodservice directors continue to focus on quality 
and operational efficiency. Tools and processes are available to assist directors improve quality 
and efficiency; some of these include benchmarking performance against industry standards and 
measuring patient satisfaction. Implementing changes to achieve excellence in service is vital in 
the current hospital foodservice environment (Jacoby & Berger, 2013).   
Introducing innovation and change is often difficult, dynamic, and challenging for 
employees.  The process of change introduces internal political forces, performance adjustments, 
emotional reactions, uncertainty, conflict, and multidimensional motivations (Atkinson, 2014).  
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Because change is such a dynamic process, leadership is a vital component to successful 
innovation implementation.  Methodologies have been developed to help organizations navigate 
the change process.  Once a vision to innovate is decided and communicated, leadership toward 
the vision is vital (Atkinson, 2014; Ford, Heisler, & McCreary, 2008).  Technology, such as new 
computer software, is introduced as a tool to help achieve the change desired.  Individuals in 
leadership positions often focus on training and skill building necessary for success, however; 
leaders must also recognize and address how employees are handling the change emotionally 
(Atkinson, 2014). 
In addition to addressing the challenges that accompany the introduction of change; 
hospital foodservice leadership must manage expensive equipment, space needs, complicated 
meal transportation systems, and the delivery of patient meal trays (Assaf, Matawie, & 
Blackman, 2008).  The complexities of a hospital foodservice departments make it important to 
have standardized methods of measurement for department directors as hospitals continue to 
work toward improving efficiency.  Benchmarking provides quality and efficiency measures 
directors can access and analyze to improve foodservice departments (Johnson & Chambers, 
2000).   
Introducing new methods and tools into hospital foodservice can result in the 
improvement of operational efficiency.  The addition of computer software can provide a change 
in process which allows the department to operate more uniformly in the performance of 
multiple functions including: patient meal selection, menu management, procurement and 
production (Puckett, 2013).   
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Statement of the Problem 
 
 Hospital foodservice operations compete with other hospital departments for capital 
dollars, monies used for major projects or to acquire expensive equipment.  There are limited 
capital budget dollars available in a hospital budget, capital requests must be critically managed 
and capital projects investigated prior to funding (Walker, 2009).  Capital expenditure in 
hospitals is often prioritized with requests related to patient care taking precedence over support 
services requests.  Foodservice is considered one of these support services.  Hospital foodservice 
directors strive to improve the services their department provides; however, due to capital budget 
limitations some improvement ideas are not funded (Food Management, 2010; Puckett, 2013).  
Specialized software designed for hospital foodservice is available.  However, the argument for 
the necessity of the software sometimes is unsuccessful thus some departments continue with a 
manual process in the diet office. 
 There is limited research regarding hospital foodservice in general and very little 
specifically regarding innovation in foodservice.  As the healthcare environment continues 
striving for operational efficiency and improvement in quality (Studer, 2013; CMS, 2017), 
leaders in hospital foodservice struggle to advance their operations.  Quantifiable data needed to 
support an argument for modernization of the foodservice operations, specifically diet office 
operations, is difficult to obtain.   
Purpose of the Study 
 The purpose of this study was to investigate the effect implementation of specialized 
software had on multiple hospital foodservice departments’ operations and personnel and to 
identify factors affecting employees’ acceptance and use of computers and the software in the 
foodservice department with a focus on diet office employees and operations.  The software 
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offers a platform to automate diet office operations, provide financial and production 
information, purchasing and inventory functions, and cafeteria operations management. 
Research Questions 
The research objectives for this study are as follows: 
1. What effect does the implementation of specialized foodservice software have on 
hospital foodservice departments’ efficiency? 
2. What were diet office employees' expectations and level of readiness for change as 
related to the implementation of specialized hospital foodservice software? 
3. What factors were identified by the foodservice staff and directors as barriers and/or 
facilitators regarding the implementation of specialized foodservice software? 
4. How did employees of the department perceive the communication provided prior to 
and during software implementation? 
5. What benefits and disadvantages related to the use of the specialized foodservice 
software did the department employees and department leadership perceives post 
implementation? 
6. What effect does the addition of specialized foodservice software have on patient 
satisfaction as measured through the Press-Ganey HCAHPS® survey? 
7. What modifications to procedures did diet office personnel adopt post-
implementation and why? 
8. What is the attitude of hospital foodservice employees toward the perceived benefit 
and adoption of technology for personal and work use? 
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Key Terms 
Adjusted Patient Day – Adjusted patient days is equal to gross patient revenue (hospital 
revenue including outpatient, newborn, and inpatient revenue) divided by inpatient revenue 
multiplied by total number of inpatient days (Tennessee Department of Health, 2015). 
Capital Purchase – An asset with a unit cost of $1,000 or more and a useful life of four years or 
more. (HCA, Inc. 2015). 
Change Agent - The change agent is a person, within the organization or an outside expert, 
assigned to facilitate and promote acceptance of an innovation or change in process (Cameron & 
Green, 2004, p. 137-138). 
CMS - The Centers for Medicare & Medicaid Services, CMS, is part of the Department of 
Health and Human Services (HHS). CMS administers Medicare, Medicaid, the Children’s Health 
Insurance Program (CHIP), and parts of the Affordable Care Act (ACA). CMS manages 
payment to hospitals for care provided to patients insured through their programs.  CMS has 
conditions of eligibility hospitals must meet to be a provider of services to patients covered 
under CMS programs (CMS, 2015). 
Diet Office – The diet office is the functional area of the department responsible for the selection 
and coordination of patient meals (Puckett, 2004, p. 255).   
Full-time-equivalent (FTE) – Full-time-equivalent is the number of hours worked in a week by 
all employees divided by the normal workload of one employee, usually 40 hours (a standard 
work week).  FTE is used to quantify labor hours in budgeting, measure productivity, and control 
employee positions (Gregoire, 2013, p. 398; Griffin, 2006, p. 279). 
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HCAHPS® - Hospital CAHPS® is the Hospital Consumer Assessment of Healthcare Providers 
and Systems patient survey conducted to measure patient satisfaction following a hospital 
admission (CMS, 2017). 
Hospital Division – A hospital division refers to a group of affiliated hospitals, usually grouped 
by geographical location, within a larger healthcare corporation (HCA East Florida, 2015). 
Hospital Foodservice – Hospital foodservice usually oversees the clinical nutrition management 
of hospital patients as well as providing meals and nourishment to patients, employees, visitors, 
physicians, and potentially any individual who visits the facility.  The role of foodservice in a 
hospital is to provide a variety of food that is nutritious and prepared in a sanitary environment 
while meeting the financial responsibilities of the department as well as meeting the needs of 
customers (Gregoire, 2013, p. 15; Puckett, 2004, pp. 18-19). 
Innovation – Innovation is a new idea, device, or method being introduced into an environment 
(Innovation, n.d.). 
Meal Equivalent – Meal equivalent is the number of items it takes to equal one meal.  Meal 
equivalents are used in healthcare foodservice to account for in between meals snacks and 
nourishments.  The snacks and nourishments are added together and divided by a standard 
number which equates to approximately the same amount of time and labor standard meal 
preparation requires.  Meal equivalents are also used in the retail operation of a hospital 
foodservice department.  Total revenue is divided by a meal factor (often the total average cost 
of a standard meal) to provide a total meal count (Gregoire, 2013, p. 398).    
Patient Days – Patient days is the number of days that inpatients (excluding newborns) stay in 
the hospital. The day of admission, but not day of discharge, is counted as a patient day 
(University of Southern California, 2015).  
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Reimbursement – Reimbursement is a payment amount for a particular service provided to 
Medicare patients based on classification system of that service (for example, diagnosis-related 
groups for inpatient hospital services) (CMS, 2015). 
The Joint Commission – The Joint Commission is a non-profit organization that establishes 
minimum standards of quality care and hospital operations.  Hospitals voluntarily request to be 
accredited; many business essentials are contingent on accreditations, including state licensure, 
insurance reimbursement, CMS payments (Griffin, 2006, p. 283). 
Trayline – The trayline is an area of the kitchen in which patient tray assembly occurs.  In a 
traditional trayline operation, patient trays move along a tray slide.  Food is placed on the patient 
trays at different stations along the tray slide (Gregorie, 2013, p. 202). 
Value-Based Purchasing (VBP) – Value-Based Purchasing is a U.S. government program 
enacted by Congress, through the Deficit Reduction Act of 2005, Section 5001(b), which 
authorized the Secretary of Health and Human Services to implement value-based purchasing 
(VBP) for Medicare hospital services provided by hospitals.  The plan must include: 
development of measures of quality and efficiency in inpatient settings; reporting, collection, and 
validation of quality data; disclosure of hospital performance (CMS, 2015).  Hospital 
reimbursement for services to Medicare patients is tied to the quality indicators.  Poor quality 
performance can result in up to a two percent reduction in reimbursement. 
Dissertation Organization 
 This dissertation contains six chapters and additional material in appendices.  Chapter 
one is the introduction to the study including the statement of the problem and the research 
questions.  Chapter two is the literature review and Chapter three presents the methodology.  
Chapter four is a manuscript to be submitted to the Journal of Foodservice Management and 
9 
 
Education.  I was involved in all the stages of research including the conception and 
development, the data collection, data analysis, and the composing of the manuscript.  Dr. 
Arendt served as my major professor and was involved and contributed to all stages of the 
research process as well.  Chapter five is a manuscript to be submitted to the Journal of 
Foodservice Business Research.  I was involved in all stages of the research including idea 
conception and development, data collection, data analysis, and the composing of the 
manuscript.  Dr. Arendt served as my major professor and was involved and contributed to all 
stages of the research process, including writing of the manuscripts.  Chapter 6 is the final 
chapter and contains general conclusions of the study. 
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CHAPTER 2.  Review of Literature 
Introduction to the Review of Literature 
 This review of literature has four major areas of focus: 1) discussion of overall hospital 
operations including automation, procurement, patient satisfaction and patient safety; 2) 
overview of hospital foodservice operations, including current trends, benchmarking and 
operating variability within hospital foodservice departments; 3) review of diffusion of 
innovation and the willingness to adopt theories and literature; 4) review of change-management 
theories and literature. 
Hospital Operations 
 Healthcare constitutes a significant share of the U. S. economy.  The U.S. healthcare 
system made up 17.8% of the national Gross Domestic Product (GDP) in 2015, with projections 
indicating the percentage will continue to increase (CMS, 2017).  This equated to U.S. health 
care spending of $3.2 trillion and hospital spending increase of 5.6% to $1,036 billion.   The U.S. 
healthcare spending is projected to grow 5.8% per year over the next ten years (CMS, 2017) 
 The healthcare environment has faced challenges for many years (Studer, 2013, p. 30; 
Puckett, 2013, p. 2).  Among the current challenges are an aging patient population, changing 
governmental and oversight regulations, employee retention and recruitment issues, and 
competition for patients (Puckett, 2013).  These pressures drive the need for hospitals to evolve 
and change.  Hospitals leaders use increasing automation in hospitals, effective policies and 
procedures in procurement and a focus on patient satisfaction as strategies to aid in meeting these 
challenges. 
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Automation in Hospitals 
 One tactic hospitals utilize to evolve and change is through the adoption of technology.   
A review of the adoption of technology in hospitals indicates the rate of adoption occurs at a 
slower pace than adoption in other industries (Puckett, 2013; Zhang et al., 2013).  Technology 
adoption has been used as a means to decrease the rate of medical errors.  An estimated 44,000-
98,000 deaths per year were contributed to medical errors as reported in 1999.   This number has 
risen to estimates of up to 440,000 deaths in U.S. hospitals due to preventable errors (The 
Leapfrog Group, 2013).  High incidence of medical errors was one factor leading the U.S. 
government to push for quality improvement in hospitals.  Governmental incentives and 
requirements mandated by the U.S. Congress have pushed hospitals toward more automation. 
(Meyer, Lewin, & Eisenberg, 2001). 
 In addition to improving patient safety, automation has been demonstrated to improve 
communication and coordination between individuals and departments in a hospital.  Data 
specifically regarding hospital employee activities can be tracked through automated processes, 
allowing for more administrative control (Aydin, 1989).   
Gamm and O’Conner (1987), reviewed the implementation of laboratory software in 
three hospitals.  The researchers studied barriers related to the level of success of the adoption of 
laboratory software.  Training was seen as a major determinant of success, not only the transfer 
of information from the trainers to the trainee, but also how training was conducted and 
facilitated.  Gamm and O’Conner found that the degree to which the hospital was open to and 
able to embrace change was instrumental in the successful adoption of the software.   
The first hospital implementing an automation in the hospital laboratory department 
altered little of the existing structure of the laboratory to accommodate the change.  This lack of 
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modifications resulted in a poorly accepted implementation and high levels of employee 
frustration.  A more successful implementation occurred in the third hospital discussed in the 
study.  Gamm and O’Conner (1987) found the hospital adjusted job structures and provided a 
significant level of support to the planning and implementation of the software.   These 
characteristics resulted in an adoption process that was quickly accepted as normal operating 
procedures.  The organization with a comprehensive change perspective enjoyed greater success, 
and higher employee satisfaction (Gamm & O'Conner, 1987).  Though Gamm and O’Conner’s 
article was published in 1987, the barriers to successful implementation continue to be pertinent 
at this time. 
Aydin (1989) conducted a qualitative study of the adoption of a computerized medical 
order entry system in the nursing and pharmacy departments of two different hospitals. To study 
the effects of the software implementation, researchers used open-ended conversational 
interviews with members of the two departments.  In Hospital A, interviews were conducted 
more than one year after implementation of the medication order entry system. In Hospital B, 
interviews were conducted seven to nine years post-implementation.  The nursing informants and 
pharmacy informants at both facilities found automation of the medication order entry resulted in 
a perceived increase in communication and cooperation between departments, often prompted by 
the need to verify correct order entry.   
The study found the hospital environment may influence implementation. Hospital A 
indicated the implementation was relatively smooth, with a focus on continual improvement as 
part of the process (Aydin, 1989).  Informants from Hospital B described a chaotic and 
challenging implementation.  Interdepartmental conflicts were commonplace, even though the 
prior relationship between nursing and pharmacy was considered good.  Interviewees also 
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perceived the information systems department as being unwilling to work toward system 
improvements that were requested by the participants (Aydin, 1989). 
Procurement in Hospitals 
 Hospitals commonly use purchasing alliances to combine contractual purchases from 
manufacturer, thus increasing their purchasing power and reducing costs.  Group purchasing 
organizations (GPOs) represent pooling alliances that serve as an important means for cost 
containment (Burns & Lee, 2008).  Hospitals often have part ownership in alliances, garnering 
rebated administrative fees and shareholder dividends (Burns & Lee, 2008).  Hospital owners 
benefit from relationships with alliances by achieving economies of scale.  Alliance companies 
broker, negotiate, and combine supply contracts between manufacturers and hospitals.  
A survey was distributed to 4,025 U.S. hospital material management directors.  The 
survey had a 16% response rate; post-elimination of unusable surveys, 644 surveys were 
analyzed (Burns & Lee, 2008).  The survey results indicated 94% of hospitals responding to the 
survey belonged to at least one purchasing alliance, with membership averaging nine years.  The 
percentage of purchases made through an alliance varied greatly by type of product. 
Commodities made up the highest percentage of purchases, with over 85% of hospitals reporting 
that they purchased more than 50% of their commodities through alliances, 80% of the hospitals 
purchased over 50% of their pharmaceuticals through alliances (Burns & Lee, 2008).  
Respondents strongly agreed that purchasing alliances promoted cost savings and lowered 
product prices.  The material managers indicated satisfaction with their purchasing alliances 
(Burns & Lee, 2008).   
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Patient Satisfaction 
Hospital CAHPS® (HCAHPS) is an assessment tool approved by the U.S. government to 
measure patient perception of hospital quality.  The level of perceived quality a hospital achieves 
through surveys of inpatients post-discharge directly affects the amount of reimbursement a 
hospital receives for patient care provided to Medicare and Medicaid insured patients (CMS, 
2017).  Medicare has added patient satisfaction as a quality measure for acute care hospitals to 
receive full reimbursement (Berger, 2011; CMS, 2017).  The Patient Protection and Affordable 
Care Act of 2010 authorized CMS to reduce financial payments to hospitals based on quality and 
satisfaction measures through value-based purchasing (VBP) (Andrews & Wessels, 2009; 
Berger, 2011; Klein & Shoemaker, 2012).  VBP is designed to reduce Medicare costs and reward 
hospitals that are providing quality patient care (Berger, 2011). 
The HCAHPS survey is the tool used to measure quality of care and patient satisfaction 
which is used in calculating value-based purchasing (VBP) payments (Aase, 2011).  The 
development of the HCAHPS survey began in 2002, with a request in the Federal Register for 
existing surveys (Goldstein, Farquhar, Crofton, Darby, & Garfinkel, 2005).  Seven surveys were 
evaluated and judged against the “Institute of Medicine’s domains of quality of healthcare, i.e., 
respect for patients’ values; preferences and expressed needs; coordination and integration of 
care; information, communication and education; physical comfort; emotional support; 
involvement of family and friends; transition and continuity; and access to care” (Institute of 
Medicine, 2001 as cited by Goldstein et al., 2005).  
Focus groups and cognitive field testing interviews were conducted to refine the 
questions (Goldstein et al., 2005; Levine, Fowler, & Brown, 2005).  A large pilot study of 49,812 
patients was conducted with a 66-question version of the survey (Goldstein et al., 2005).  After 
17 
 
analysis, the survey was reduced to 32 questions, with seven composite areas: “nursing 
communication, nursing services, doctor communication, physical environment, pain control, 
communication about medicines, and discharge information,” plus four general questions 
regarding the doctors, nurses, overall satisfaction and if the patient would recommend the 
hospital to other individuals (Goldstein et al., 2005).  The second phase of survey development 
resulted in a further reduction to 27 questions, with the same seven primary areas.  The final 
version was released in May of 2005 (Goldstein et al., 2005; Levine et al., 2005).  Although 
patient satisfaction with food quality is not a specific question asked through the HCAHPS 
survey, satisfaction with food quality has been correlated to a patient’s overall satisfaction of 
their inpatient hospital stay (Woodside, Frey, & Daly, 1989).   
Goldman and Romley (2008) analyzed data compiled by the California Office of 
statewide Health Planning and Development. The study included 8,721 hospital pneumonia 
patients who were patients of 117 hospitals located on the west coast of the United States.  
Goldman and Romley (2008) found that a one-standard-deviation improvement in the quality of 
amenities at a hospital, which include food quality, resulted in a 38.5% increase in the patients’ 
demand in choosing a hospital, whereas an improvement of one-standard-deviation in clinical 
quality indicators only increased the pneumonia patient demand for a hospital by 12.7%.  
Indicating a patient’s satisfaction with amenities during a hospital stay can have an impact on the 
future choices a patient may make concerning future hospital stays.    
Increased reimbursement is one benefit of improving patient satisfaction through the 
VBP program.  High patient satisfaction has also been shown to result in lower employee 
turnover, higher quality care, improved financial performance, and a stronger competitive 
position in the healthcare marketplace (Press, 2006 as cited by Barsamian, Gregoire, Sowa, 
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Lafferty, & Stone, 2010).  However, research indicates conflicting results in the link between 
delivering high clinical quality and high patient satisfaction (Andrews & Wessels, 2009).  The 
patient’s overall experience drives patient satisfaction (Goldman, Vaiana, & Romley, 2010).   
Patients have a number of sources readily available to them via the internet that publish 
quality and satisfaction scores of hospitals.  One such source is the Department of Health and 
Human Services which publishes data on the website http://hospitalcompare.hhs.gov.  
Individuals can review HCAHPS results and core measures, the quality markers, of several 
hospitals at one time offering a way for potential healthcare users to make more informed 
decisions regarding their choices.  Individuals can obtain information to help choose their 
healthcare service provider from hospital or corporate websites; and physician, family, and friend 
referrals (Andrews & Wessels, 2009; Huppertz & Carlson, 2010).  The patient experience can 
influence the likelihood of a physician referral (Goldman et al., 2010).  Physician preference and 
recommendations also influence patient hospital choice (Goldman et al., 2010).   
Often, hospital patients regard nonclinical experiences as more important in choosing a 
healthcare provider than clinical reputation (Goldman et al., 2010).  Huppertz and Carlson (2010) 
conducted an online survey to determine if consumers gave word of mouth or HCAHPS 
comparison charts more weight if contradictory information was presented.  The authors found 
that the HCAHPS comparisons were given more weight than the example of an email from a 
generic “cousin” that was used as the word of mouth scenario (Huppertz & Carlson, 2010).   In 
reality, word of mouth may hold more or less value for the consumer, depending on who is 
delivering the information and how interesting the story is (Black & Kelley, 2009).  Thus both 
HCAHPS scores and personal references can influence the decision process in choosing a 
hospital. 
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Patient Safety 
 All aspects of patient safety are a focus in hospitals.  Patient safety is a focus of CMS 
through value-based purchasing, guidelines for participation, and onsite inspections (Wald & 
Kramer, 2007).  The Joint Commission focuses on patient safety through their accreditation 
process and standards.  Other regulatory agencies at the state and local levels conduct inspections 
and have guidelines for compliance that hospitals must comply to in order to operate.  Many 
guidelines are in place to improve patient safety.  Automation has been beneficial in improving 
patient safety in hospitals (Aron, Dutta, Janakiraman, & Pathak, 2011). 
The CMS core measures of clinical quality are measured along with HCAHPS® patient 
satisfaction to determine the percentage of Medicare reimbursement to be returned to high 
performing hospitals (Andrews & Wessels, 2009; Klein & Shoemaker, 2012). The CMS core 
measures of quality have been a requirement since 2002 (Andrews & Wessels, 2009). The 
distribution of the 2% Medicare withholdings is based on a formula combining the core measures 
quality scores with the HCAHPS® patient satisfaction scores into one total performance score 
(TPS) (Andrews & Wessels, 2009; Klein & Shoemaker, 2012). This formula has been estimated 
to weight the quality scores at 70% and the satisfaction scores at 30% (Andrews & Wessels, 
2009; Klein & Shoemaker, 2011; Shoemaker, 2011). Hospitals will be ranked according to these 
scores.  The hospitals above the 75th percentile will receive all of their withheld monies back, 
and a small percentage incentive bonus (Andrews & Wessels, 2009; Shoemaker, 2011). 
Hospitals between the 26th and 75th percentiles will receive a pro-rated amount of their 
withholdings (Andrews & Wessels, 2009). At and below the 25th percentile, no withholdings will 
be returned (Andrews & Wessels, 2009).   
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Tucker, Singer, Hayes, and Falwell (2008) investigated how front-line hospital staff 
perceived operational performance and patient safety using initiatives instituted by national 
organizations including The Joint Commission and Leapfrog Group.  The researchers designed a 
patient safety intervention called Leveraging Front-Line Expertise.  They observed front-line 
work systems and conducted meetings with front-line staff.  Staff were asked to voice and 
prioritize their patient safety concerns.  
The hospitals in the study had policies in place to meet the National Patient Safety Goals.  
One such goal is to improve the accuracy of patient identification. This goal states that two 
patient specific identifiers must be used when administering a patient specific treatment or 
procedure.  Examples of patient identifiers include: birth date, patient name, social security 
number, and medical record number (Catalano, 2005).   Tucker et al. (2008) found staff reported 
low compliance with hospital policy requiring the identification of two specific pieces of 
information about a patient before administering a treatment or procedure, included in this is the 
delivery of meal trays for patients. 
 A random sample of 32 acute-care hospitals was asked to participate, of which 20 
completed the process.  During the observations of front line systems, 1732 failures, as defined 
by hospital managers, were documented, with a large variation in the number of failures per 
facility (median = 62 failures per facility).  The failures were categorized into equipment and 
supply (18%), facility design (18%), communication/documentation (16%), staffing/staff 
development (16%), medication (12%), policies (5%), response time (4%), security (4%), 
infection control (3%), and task management (2%) (Tucker et al., 2008). 
 The researchers recommended national patient safety initiatives should include processes 
to decrease equipment and facility failures.  The national patient safety goals address 
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communication issues; however, the researchers from this study argued that basic 
communication issues should be included in the national patient safety goals.   Examples of the 
recommended additional communication issues to be addressed are: the process of contacting 
medical personnel, lack of notice to interested parties in patient procedure changes, redundant 
documentation, and poorly designed forms (Tucker et al., 2008).   
 Operational failures tabulated by Tucker et al. (2008) included excessive service times 
related to dietary tray delivery.  Many hospitals have moved to rapid acting insulin for 
administration in the acute care setting.  Insulin administration is recommended no more than 10 
minutes prior or post meal service.  Patients receiving insulin greater than 20 minutes prior to 
meal delivery can be put at risk of hypoglycemia (Freeland, Penprase, & Anthony, 2011). 
Traditionally, improving patient safety through procedural changes has been seen as a tradeoff 
for efficiency (Pauker, Zane, & Salem, 2005); however, Tucker et al. (2008) pointed out that 
reducing operational failures can improve both patient safety and efficiency.  By focusing on 
operational and facility failures, improvements can be realized in patient safety and operational 
efficiency.   
Hospital Foodservice Operations 
 Hospital foodservice is a type of noncommercial foodservice operation.  A 
noncommercial foodservice department is one unit within a large operation.  The foodservice 
aspect of the business may generate some income; however, the main source of income is not 
generated from the foodservice part of the operation (Puckett, 2004, p. 18).  Examples of other 
noncommercial foodservice are: prisons, long-term care facilities, child care centers, schools, 
airlines, and cruise ships. 
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Hospital foodservice provides meals for in-patients and out-patients, employees, 
physicians, family and friends of patients, and the community (Gregoire, 2013, p. 15, 47).  
Foodservice departments are self-operated or contracted.  Self-operated hospital foodservice 
departments are managed by an employee of the hospital.  Contracted foodservice is operated by 
a company outside the hospital system through a contract between the two entities.  The 
department is managed for a fee paid to the contracted company (Gregoire, 2013, p. 19).The 
contracts can be structured with many variables and terms.  Some contracts have management 
staff as employees of the contract company, while front-line staff are employed by the hospital. 
Other contracts have the entire foodservice department employed by the contract company.  
Outsourcing to a contract company may be used to improve patient satisfaction, improve 
financial efficiency, or secure an infusion of capital to upgrade operations.  Benefits to in-house 
operations include maintaining control of the foodservice department, (including the flexibility 
that comes with control), as well as a shared belief in the mission and vision of the facility 
(Romano, 2004). 
 Hospital Foodservice Department Areas 
 Hospital foodservice is comprised of various areas including the diet office, tray service 
area, patient meal delivery, patient meal production, catering, and cafeteria (Gregoire, 2017).  
The menu of a hospital foodservice affects each area of the department and are menus are chief 
control tools for an operation.  The menu determines what foods will be purchased and prepared; 
it determines the extent and level of skills needed by the food preparation staff.  Food cost is 
directly impacted by the items on the menus.  Equipment use and needs, staffing needs and 
competencies, procurement needs, food safety practices, sanitation procedures, food distribution 
and holding are all impacted by the menu (Puckett, 2004, p. 471).   
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Hospital foodservice includes catering and cafeteria operations; often the menu for those 
operations can be a way for the department to expand their services.   Hospital foodservice 
predominantly uses a cycle menu, which is a menu that repeats itself over a specific time period; 
for example, every week or every three weeks.  The cycle period can vary based on the needs 
and objectives of the operation (Gregoire, 2013, p. 46). 
 Diet office. 
 The diet office is an area within the foodservice department that traditionally processes 
patient menus, tracks diet order changes, processes late-tray requests, and sets up nourishments. 
Nourishments are items added to a patient’s standard menu or food provided in between meals to 
promote the patient’s nutritional well-being and special requests.  Diet office employees are 
usually referred to as diet clerks (Puckett, 2004, p. 255).  Diet office operations are generally 
overseen by a Registered Dietitian or the department director.  Patient meals are planned with 
two main purposes: to meet nutritional needs while taking into consideration specific 
requirements related to health status and physician diet prescriptions; and designing meals that 
are pleasing to the patients (Puckett, 2004, p. 483).  Computerized diet office systems organize 
and transfer individual patient food preferences and requests to printed meal tickets that 
correspond to how meal trays are assembled (Gregoire, 2013, p. 215). 
Mastrellin (2013) stated that after her facility’s implementation of software in the diet 
office, a tally of specific food production requirements was produced automatically by the 
system resulting in more accurate information which helped in controls.  The software would 
remove inappropriate foods, such as an item containing an allergen, from individual patient 
menus and substitute a different item, more in keeping with the patients’ dietary orders and 
preferences.  The diet clerk monitors changes and assesses the appropriateness of any 
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substitutions. If deemed not appropriate, the diet clerk could remove the item and place an 
acceptable substitution on the menu (Mastrellin, 2013). 
 Tray service. 
 Tray service is the most common type of meal service in healthcare: food is prepared, 
plated, and delivered to patients on trays.  There are two basic types of delivery:  traditional and 
room service.  Traditional meal service occurs at certain times of the day, and all patients are fed 
within a defined period.  Patient trays are plated cold and placed in reheating carts to re-therm, if 
a cook-chill system is in place.  Conventional tray service includes trays being put together for 
service soon after preparation.  Trays are placed in insulated carts and delivered to the patient 
care areas for immediate service (Gregoire, 2013).  
In a room service system, patients order from the kitchen, and there is no set meal service 
time for the majority of patients in the facility (Gregoire, 2013).   A room service delivery 
system has a call center.  The diet office staff answers the patient call and enters the request.  A 
ticket is printed in the kitchen, production, and delivery commence (McLymont, Cox, & Stell, 
2003; Stein, 2000).   
A call-center in a diet office allows for personal interaction between patients and the diet 
office staff.  Sodexho Marriott, a contract foodservice company, uses a proprietary program 
called “At Your Request-Room Service Dining”.   This software is designed for room service 
type delivery.  The computerized software allows the diet office staff the flexibility to work with 
patients assuring their food choices meet overall dietary accommodations, while not overly 
policing food choices (Stein, 2000). 
  Advocates of room service delivery point out there is a reduction in food waste because 
food is cooked to order and patients order what they want, instead of receiving a traditional tray 
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with items served from a standard menu (Stein, 2000).  Improvement in patient satisfaction has 
been noted as a result of a foodservice department converting to a room service meal delivery 
system (McLymont, Cox, & Stell, 2003; Stein, 2000).  Lee, Wood, Griffith, Franco, and 
Villareal (2012) noted an increase of 8-9% in patient satisfaction scores upon the implementation 
of a room service program.  
 Patient menus. 
 There are different types of menus used for patient meal service, including: select and 
non-select, spoken menu, and room service menu.  A select menu provides a limited choice of 
meal items from which the patient typically chooses two – three meals ahead of service time.  A 
non-select meal service provides no choice to the patients; however, patient preferences may be 
taken into account so as to not send foods the patient dislikes (substitutions would be made in the 
kitchen not by the patient).  A room service or on-demand menu offers a hotel-style room service 
menu from which patients can order anytime during the day.  The spoken menu is the practice of 
a food and nutrition services employee visiting each patient one-on-one to describe the upcoming 
meal(s) and obtain changes to the upcoming standard patient menu at that time.  The spoken 
menu can eliminate the need for a staffed diet office (Puckett, 2004) as employees are spending 
time interacting with patients individually in the patient rooms. 
 Spoken menu. 
 Folio, O’Sullivan-Maillet, and Touger-Decker (2002) conducted a retrospective study of 
the implementation of spoken menu programs at a 190-bed hospital (Hospital A) and a 506-bed 
hospital (Hospital B) in Pennsylvania.  The study compared the spoken menu program to the 
traditional select menu trayline system it replaced.  Prior to the spoken menu, patients were 
offered a select menu to choose a limited number of meal selections.  Patients chose their meals 
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24 hours in advance.  Patient meals were produced on a traditional trayline and delivered to the 
patients (Folio, O'Sullivan-Maillet, & Touger-Decker, 2002).   
The spoken menu was implemented using a host/hostess program.  Each hostess 
underwent 30 hours of classroom training and on the job training.  Dietary principles and 
customer service skills were included in the training (Folie et al., 2002).  Each host/hostess were 
assigned 20-25 patients.  The hostess visited with each patient, discussed the main meal selection 
of the day and worked with the patient to plan a meal.  Orders were taken approximately two 
hours prior to lunch and dinner; the breakfast order was taken with the dinner order.  Each 
hostess was responsible for preparing the trays for their assigned patients and delivering the trays 
directly to the patient (Folio et al., 2002).   
The researchers collected data before and after the 30-day implementation period.  
Patients were surveyed using a modified validated survey tool developed by O’Hara, Harper, 
Kangas, Debeau, Borsutzky, and Lemire (1997).   Hospital A surveyed 146 patients pre-
implementation and 152 post-implementation patients.  Hospital B surveyed 286 patients pre-
implementation and 277 patients post-implementation.  Along with patient satisfaction surveys, 
the researchers analyzed tray accuracy, food costs, and labor costs.  Using the Wilcoxon rank 
sum test, Hospital A saw a significant improvement in “taste of food” (p =.0015); “courtesy of 
the server” (p =.0001); “receipt of food ordered” (p =.0002); and “overall satisfaction” (p 
=.0001).  Hospital B saw a significant improvement in all categories at the p =.0001 level.  Tray 
accuracy improved significantly at both hospitals.  Labor and food costs saw no significant 
differences between pre and post-implementation.  The one-to-one interaction between the 
patient and hostess may be a contributing factor to improved satisfaction (Folio et al., 2002). 
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 Room service menu. 
In attempt to improve patient satisfaction, a room-service menu was put into place on two 
patient units at Memorial Sloan-Kettering Cancer Center.  Patients could order from a restaurant-
style menu; meal delivery times were set at a goal of within 40 minutes.  Kitchen meal 
preparation time and tray service hours were extended to 7:00a.m. – 9:30p.m. (McLymont et al., 
2003).  Compared to previous quarter, patient food satisfaction scores increased significantly in 
the units where room service menus were implemented.  Patient meal consumption also 
improved: prior to implementation, 55% of patients ate more than 50% of their entrée; after 
implementation, 88% of patients ate more than 50% of their entrée (McLymont et al., 2003). 
Patient meal delivery. 
Patient meals are usually delivered by the nursing department or the FANS department in 
the hospital.  Trays should be distributed promptly once the cart with the trays has been delivered 
to the nursing unit.  The employee delivering trays must verify the correct tray is reaching the 
patient (Puckett, 2004, p. 677). 
A study at a Chicago, Illinois medical center was conducted analyzing three different 
patient meal service models.  Phase I studied a traditional selective patient menu model. Phase II 
was a spoken menu where foodservice representatives spoke with the patient to obtain menu 
choices; food choices, in phase II, were limited to two entrées, although substitutions were 
available upon request. Phase III was a spoken menu with additional choices including high-end 
entrees for an additional cost, a condiment basket of items often requested by patients, and an 
evening snack cart.  Phase III additionally sent extra meal trays were on carts during lunch and 
dinner in an effort to reduce the number of late tray requests (Oyarzun, et al., 2000).   
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A surgical unit and a general medical unit were chosen for the study, involving a total of 
37 beds.  Questionnaires were used to assess patient and nursing services satisfaction with the 
three meal delivery systems (Oyarzun, et al., 2000).  Labor hours, late trays, and number of 
wasted trays were tracked.  Phase II and Phase III of the study, found improved efficiency 
through a reduction in late trays.  Wasted trays decreased during phase II, but increased during 
phase III due to the design of the program.  Patient satisfaction increased in regards to Food and 
Nutrition Services (FANS) staff attention (p<.05) for phases I and II.  All other patient 
satisfaction measures showed no significant improvement.  Overall nursing satisfaction 
improved.  Phase II had significant (p<.05) increase in nursing services assessment of patient 
satisfaction with meals, awareness of services, ability to select food, meal-tray accuracy, 
explanation of menu changes and overall quality.  Phase III compared favorably to phase I 
regarding nursing satisfaction.  Nursing services indicated a significant increase (p<.05) in 
satisfaction for all statements (Oyarzun, et al., 2000).  Though a small study, this indicates 
providing a choice to hospital patients in their meal selections resulted in increased patient 
satisfaction as well as decreased food waste. 
 Lambert, Boudreaux, Conklin, and Yadrick (1999) studied four types of tray deliveries 
and the level of satisfaction with each.  They canvassed patients, foodservice employees, and 
department directors.  The four tray delivery methods studied were 1) traditional foodservice tray 
delivery where foodservice employees pass trays directly to patients from carts taken to the 
floors; 2) traditional nursing service tray pass where floor staff deliver trays to the patients from 
carts that are delivered by foodservices to the floors; 3) nontraditional foodservice delivery 
where foodservice employees specially trained in meal-service procedures and offer a wait-staff 
type of delivery i.e. a host program; and 4) nontraditional nursing service meal delivery, or a 
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patient-focused program where individuals are cross-trained to provide many patient care 
services including delivery of the food trays.   
Using three survey instruments, one each for patients, employees, and department 
directors, acute care hospitals with capacity of more than 100 licensed beds, and a conventional 
food production system, were selected for the study.  Nineteen hospitals participated: five 
traditional foodservice delivery programs; six traditional nursing services delivery programs; five 
host programs; and three patient-focused programs.  A total of 396 patient surveys were 
collected, along with161 employee surveys and 19 foodservice director surveys.  Employee 
surveys included individuals responsible for tray delivery (Lambert, Boudreaux, Conklin, & 
Yadrick, 1999). 
The researchers found patient satisfaction with foodservices was consistent among the 
different meal delivery methods.  Likewise, there was no significant difference in employee 
ratings of the various systems.  Employees providing tray delivery indicated personal delivery to 
the patient was important.  The foodservice directors had significantly lower levels of 
satisfaction with traditional nursing service tray delivery compared to the other methods of 
delivery.  This study indicates the method of delivery may have little impact on how satisfied 
patients are with their meals.  This was a study of limited size, with only three nontraditional 
nursing services delivery hospitals participating (Lambert et al., 1999). 
 Patient meal production. 
Hospital kitchens use a variety of food preparation methods.   Conventional food preparation is 
the onsite preparation of menu items from basic ingredients.  Some convenience-type items may 
be used, but the majority of the food is prepared and served on the same day (Puckett, 2013).  
Other types of food preparation methods include cook-chill, cook-freeze, and assembly-serve.  
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Standardized recipes are used when preparing food.  The recipes provides a description of each 
ingredient, specifies the amount of each ingredient, and provides detailed instructions for 
preparation.   The use of standardized recipes allows for menu items to be repeated with 
consistent results (Puckett, 2013).  
 Patient meals may be assembled using a centralized meal assembly process or a 
decentralized process (Gregoire, 2013).  In centralized assembly, patient meals may be 
assembled using a traditional trayline in which trays proceed down the line either manually by 
employees pushing the trays or by an electronic conveyor belt that moves the trays at a set speed.  
Foodservice employees are spaced along the trayline and place appropriate items on the tray at 
their station (Gregoire, 2013).  One station may be responsible for placing beverages on each 
tray; the next station would place all cold food items.  Each station is assigned a category of 
items to place on the patient meal trays.  The last station checks the tray for completeness and 
loads the tray into a cart for delivery. 
Trays may also be assembled using a pod system.  The conveyor belt is gone and the pod 
is usually a T or U shape.  At the top of the pod tray assembly set-up is the steam-table where the 
hot food is plated. Across from the steam-table are one or two work tables and mobile 
refrigerators to hold cold food items.  Trays are assembled on the work tables.  One employee 
places all items necessary to complete the patient tray, i.e. the cold food items, beverages, 
condiments, hot plate, and any other items indicated for the meal.  When the trays are complete, 
they are loaded into carts for delivery to hospital units (Gregoire, 2013, p. 208). 
 In decentralized meal assembly, food is produced in one location and then delivered in 
bulk to another area of the hospital for assembly.  In these specialized food holding areas are 
food warmers, steam tables, refrigerators and other equipment needed to hold and maintain food 
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quality (Gregoire, 2013).  The trays are assembled in the holding areas, located closer to the 
patients allowing for flexibility in patients’ food choices. 
Catering, cafeteria, and more. 
  Hospital foodservice departments often provide catering services to other departments 
within the facility.  Catering services are often labor intensive; however, they can be a marketing 
tool for the dietary department and the hospital (Griffin, 2006).  Cafeteria operations, food for 
the physician lounge, and stocking of nourishments to areas throughout the hospital are among 
the additional services provided by hospital foodservice departments.  These services performed 
in addition to patient meals can have an effect on operational efficiency, quality, and delivery. 
Quality Assurance 
 One approach to quality improvement is the plan-do-check-act (PDCA) cycle introduced 
by Walter A Shewhart in the 1930s (Puckett, 2004, p. 70).  W. Edwards Deming expanded the 
PDCA cycle and defined each quadrant with specific suggestions to help improve quality. The 
Joint Commission expects hospitals to have a quality improvement program along with standard 
quality assurance and has a chapter in their manual specific to organizational performance 
improvement (Puckett, 2004, p. 73). 
 Quality control in a foodservice department is essential to ensure the department is 
delivering safe and quality products.  Common quality control items monitored in hospital 
foodservice include: adherence to sanitation policies and procedures; temperatures of 
refrigerators, food, and dish machines; cart delivery time; portion control adherence; food 
quality; and patient feedback.  Employee involvement in quality control is essential and must be 
communicated as an essential part of the employee’s duties (Puckett, 2004, p. 84).  
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 Imfeld et al. (2012) studied the rate of diet order entry errors.  A 575-bed hospital moved 
to a computerized order entry system that did not allow registered dietitians (RDs) to input or 
modify patient diet orders.  In a retrospective study, researchers reviewed 672 orders from 
patient charts prior to RDs having the ability to write non-medication orders, and 633 patient 
orders entered after the policy change.  The rate of errors post policy change dropped 15% 
(p<0.01).  The errors were categorized into 10 types.   
 Imfeld et al. (2012) reviewed the same orders for time delay from patient admission to 
diet order entry into the hospital system.  RN and unit clerks’ average time delay was 2.62 hours 
and 2.17 hours respectively.  After RD order privileges were reinstated RNs time delay was 2.42 
hours and clerks, 2.35 hours.  RDs had a time delay of .22 hours, a reduction of 39% in average 
time delay from order written to execution.  Time delay is problematic for hospital foodservice 
departments and result in the delaying the nutritional care of the patient.  Errors in healthcare can 
lead to adverse patient outcomes.  Implementation of RD order entry demonstrated improvement 
in error rate and meal/nutritional care delivery (Imfeld, et al., 2012). 
 The development and implementation of policies and procedures is another method used 
to help define foodservice department operations and quality assurance activities.  A policy is a 
guideline of what to do; the procedure is an outline of how to carry out the policy (Puckett, 2004, 
p. 108).  For example, a policy of maintaining food at proper temperature is essential for food 
safety, quality and patient satisfaction in a hospital foodservice department (Puckett, 2004, p. 
375; Gregoire, 2013, p. 207).  The procedure would include how the temperatures are to be 
monitored, when they are to be monitored and what procedure(s) are to be initiated when a 
temperature is out of compliance (Gregoire, 2013). 
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Procurement 
 Procurement is the process of acquiring food, supplies, and equipment needed in the 
operation a foodservice department (Gregoire, 2013; Payne-Palacio & Theis, 2012).  The process 
is a series of steps resulting in the purchase of product from a vendor.  Hospital foodservice 
departments may purchase from vendors directly, through centralized purchasing or by utilizing 
a group purchasing organization (GPO) (Payne-Palacio & Theis, 2012). 
 Group purchasing organizations (GPO). 
 A GPO is a collective of organizations needing to purchase similar supplies and 
equipment.  GPOs elevate the amount of leverage the organizations have in negotiation with 
vendors. By representing a large number of individual hospitals and hospital systems, a GPO can 
negotiate better pricing (Payne-Palacio & Theis, 2012; Puckett, 2004).  The GPO uses 
competitive bidding and negotiation to determine contract conditions including pricing, delivery 
terms, rebates, and more (Puckett, 2004).  A GPO often requires members to purchase a 
minimum percentage of their items from a prime vendor. 
Organizational members of a GPO receive cost savings based on agreements between the 
GPO and vendors.  Members of the GPO often have individuals from the member organizations 
sit on an advisory committee that develop specifications of the items to be purchased.  Limiting 
the variety and choices available to members allows for higher-volume purchasing of specific 
items, resulting in improved pricing structures (Gregoire, 2013, p. 116). 
Food costs. 
 Food cost simply is the cost of food as purchased.  The menu is often a driver of food 
cost.  Some hospitals are provided a daily food cost budget per patient (Gregoire, 2013).  Food 
cost is typically the second greatest expense in a foodservice operation, labor cost being first.  
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Methods to control food cost include: monitoring costs on a frequent basis and investigating 
variations; conducting inventories, using of standardized recipes, serving correct portions, 
monitoring food waste, reviewing purchasing practices including all invoices, and menu pricing 
(Gregoire, 2013, p. 437).   
 A study comparing cooperative and non-cooperative purchasing in school foodservice 
was conducted with 453 school foodservice directors completing online surveys, a 28% response 
rate.  Members of cooperative purchasing programs were found to pay significantly less (p<0.05) 
on three of the ten specific food items chosen to investigate.  However, as noted by Rice, 
Strohbehn, Shelly, Arendt, and Gregoire (2010), many co-operative purchasing programs 
provide rebates which may not be reflected in the comparative prices of the selected items.  
There was no significant difference in school foodservice directors’ satisfaction between those 
using cooperative purchasing and those who did not (Rice, Strohbehn, Shelly, Arendt, & 
Gregoire, 2010). 
Patient Satisfaction 
 Hospital patient satisfaction with food quality and is a priority for many hospital 
foodservice directors.  High patient satisfaction of food quality can positively affect the 
foodservice department and the hospital as a whole. 
 HCAHPS. 
The patient’s overall experience of his/her hospital stay drives patient satisfaction 
(Goldman, Vaiana, & Romley, 2011).  A study on the west coast of the United States found that 
a one-standard-deviation improvement in the quality of amenities, which include foodservice, 
lead to an increase of 38.5% in hospital demand, whereas an improvement by one-standard-
deviation in clinical quality indicators only increased demand by 12.7% (Aase, 2011). 
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During the development of the HCAHPS® survey, food satisfaction was explored as a 
possible area to be included in the survey; however, the final questionnaire did not include a 
specific question related to foodservice (Rothman, Park, Hays, Edwards, & Dudley, 2008).  
Many hospitals have either continued to administer existing foodservice quality surveys in 
addition to HCAHPS®, or they have opted to add questions to the HCAHPS® survey. 
Patient foodservice satisfaction. 
Even though food quality is not measured through the HCAHPS process as an indicator of 
patient perception of hospital quality, research has found that patient experience, which includes 
food quality and service, does influence physician recommendations regarding where they refer 
patients.  Studies also indicated patients place a high importance on patient experience factors 
when choosing a hospital (Aase, 2011). 
Patients are becoming more discriminating regarding quality in healthcare including 
foodservice quality (Kim, Kim, & Lee, 2010).  Hospital foodservice quality takes into account 
several factors, including menu items, portion sizes, presentation, temperature, food safety, and 
interaction with staff.  Food quality is important to improve the nutrient intake of patients.  Kim, 
Kim, and Lee (2010) found the majority of patients consumed less than their estimated 
nutritional needs while in the hospital. 
Research suggests that overall hospital satisfaction is positively correlated to patient food 
satisfaction (Barsamian, et al., 2010; Fallon, Gurr, Hannan-Jones, & Bauer, 2008).  According to 
Aase (2011), as a patient food is a basic need and comfort. The quality of food in a healthcare 
setting is not seen as important as other quality parameters, such as empathetic communication, 
good clinical quality, and a clean, safe environment (Aase, 2011).  Food is important to the 
patient experience, but it is deemed less important than satisfaction with interpersonal 
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relationships, friendliness, communication, and empathy (Press, 2006 as cited by Barsamian et 
al., 2010).   Aase (2011) points out that patient’s perception of food quality can influence a 
patient’s global perception of their hospital experience.   
 Aase (2011) explains that foodservice satisfaction is related to a patient’s expectations. In 
general, if hospital foodservices meets or exceeds patient’s expectations, overall patient 
satisfaction is not affected; however, if food quality is poor, it can detrimentally impact the 
overall patient satisfaction score (Aase, 2011; Fallon et al., 2008).  Research indicates that food 
does not have to be of high quality for a patient to be satisfied; however, food must meet or 
exceed the expectations of the patient for good satisfaction scores (Fallon et al., 2008). 
 Fallon et al. (2008) found there was no significant difference in food satisfaction ratings 
among patients on regular or therapeutic diets.  Inpatients evaluate foodservice quality on several 
factors including taste, nutrition, sanitation, temperature, portion size, mealtime, and tray 
server’s attitudes (Kim et al., 2010).  Gregoire (2013, p. 460) adds quality of ingredients, method 
of preparation, appearance and knowledge of staff and service method as factors that affect food 
quality perception.   Food provides comfort for patients, and is important in helping patients 
reduce anxiety, stress, and suffering (Aase, 2011). 
 A study conducted at a 420 bed acute-care hospital investigated how the use of nutrition 
assistants on patient floors would impact patient satisfaction.  The nutrition assistants were 
assigned to specific unit(s) within the hospital and were responsible for obtaining food choices 
for patients prior to meal service.  Using a computerized order entry system, the nutrition 
assistants helped patients select their menus. They were also trained to interact with the patients, 
noting the program wanted to focus on the effects of courtesy, warmth, efficiency, helpfulness, 
and attentiveness-- characteristics that are seen as drivers of patient satisfaction.  The researchers 
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found an increase in patient satisfaction following the implementation of the program, although 
specific values were not provided (Schroeder et al., 1996).   
Winkler (1996) implemented a spoken menu by which foodservice department 
representatives visited patients on a daily basis and obtained menu choices through one-on-one 
contact.  The patient-hosts were responsible for obtaining the patient menu choices, assembly of 
the tray, and delivery of the tray directly to the patient.  Patient satisfaction prior to spoken menu 
implementation was at 87%; one-year post-implementation patient satisfaction improved to 
above 96% consistently. 
Barsamian, Gregoire, Sowa, Lafferty and Stone (2010) studied how the presence of a 
FANS patient advocate program affected patient perceptions of hospital foodservices.  The 
research sample included adult inpatients on a medical or surgical unit of the hospital who 
provided a score of 3 or below on an internal inpatient satisfaction questionnaire (n=187).  An 
equivalent number of inpatients (n=187) who interacted with an FANS patient advocate, but did 
not voice dissatisfaction, were also included.  A 6-question paper survey was mailed to 374 
inpatients that interacted with the FANS patient advocate during their hospital stay.  The survey 
used a 5-point Likert scale to rate patient post-discharge satisfaction. The survey measured six 
factors: temperature, quality, accuracy of order, courtesy of the tray passer, diet restrictions 
explained, and overall satisfaction.  One hundred fifty-eight surveys (42%) were returned.  Sixty-
six surveys (42%) were from inpatients who had indicated some level of dissatisfaction with 
foodservices during their stay.  Ninety-two surveys (58%) were from individuals who did not 
indicate dissatisfaction with foodservices during their stay.  The researchers found an overall 
increase in patient satisfaction post-discharge as compared to inpatient satisfaction surveys.   
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Post-discharge surveys from both sets of inpatients indicated improved patient 
satisfaction as compared to their pre-discharge surveys.  The survey included an assessment of 
the FANS patient advocate, which indicated the patients had a favorable reaction to the advocate.  
The researchers did note that external patient satisfaction survey results had increased 2-3 mean 
points over the previous year, suggesting the FANS patient advocate program was successful.  
The biggest predictors of post-discharge patient satisfaction are food quality and receiving food 
per their orders.  The researchers concluded that addressing patient concerns prior to discharge 
was an effective method of improving satisfaction post-discharge (Barsamian et al., 2010).   
Watters, Sorensen, Fiala, and Wismer (2003) conducted focus groups of patients and 
nursing services to investigate patient perception of foodservice.  The researchers conducted 
interviews or focus groups with 16 participants.  Eleven of the participants were nurses at the 
facility and seven were post-discharge patients.  Inpatients were also visited through meal rounds 
to investigate patient perspectives regarding foodservices.  The interviews revealed the nurses 
were more negative about foodservices than the former patients.  Patients indicated food quality 
as the most important factor in assessing satisfaction, followed by choice and variety, then 
healthiness and service (Watters, Sorensen, Fiala, & Wismer, 2003). 
Tranter, Gregoire, Fullam, and Lafferty (2009) reviewed written comments from 1077 
discharged hospital patients who wrote comments in the meals section of the Press-Ganey® 
satisfaction questionnaire.  Discharged patients providing written comments had significantly 
lower food quality ratings than patients not writing comments (p<0.001).  The patients’ length of 
stay had a significant relationship to food quality satisfaction.  Patients having longer hospital 
stays had higher satisfaction then patients with shorter stays.  This finding is not consistent with 
other studies that have shown a decrease in satisfaction with longer patient lengths of stay 
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(Stanga et al., 2003).  Written comments were classified into 39 categories grouped under five 
themes:  food issues, satisfaction with staff, receipt of what was ordered, general, and other.  
Tranter et al. (2009) found the most common comments related to temperature of hot food, taste, 
receipt of order, choices, and satisfaction.  Comments that were negative regarding food issues 
were most closely linked to poor food quality scores.  Negative comments regarding not 
receiving the food as ordered or staff issues were not as strongly linked to poor food quality 
scores. 
In a literature review of 31 research articles related to hospital patients’ satisfaction with 
foodservices, Dall’Oglio et al. (2015) note many of the studies did not use validated instruments, 
making comparison among them difficult. Often, invalidated tools were used because they fit 
into the hospital’s overall measure of patient satisfaction.  However, Dall’Oglio et al. (2015) 
states most studies found that, overall, patients were satisfied with foodservice.  Food quality is 
not the only factor driving patient satisfaction with foodservice; food presentation and delivery 
can also impact patient satisfaction. 
Not only is patient satisfaction important as a quality measure, malnutrition in hospital 
patients is a concern.  Malnutrition has been associated with morbidity, mortality and patient 
readmissions.  The importance of adequate and satisfying foodservice in the hospital setting is 
important in reducing the incidence of malnutrition in hospitalized patients (Keller et al., 2013). 
 Keller et al., (2013) conducted focus group studies with personnel responsible for patient 
nutrition.  The focus groups were conducted at eight Canadian hospitals with a total of 91 
participants.  Registered dietitians, diet technicians, and menu clerks were participants.  After 
eight focus groups, saturation of themes was evident.  Five themes affecting patient nutritional 
care were identified: 1) developing a nutrition culture; 2) using effective tools; 3) effective 
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systems to support delivery of nutritional care; 4) being responsive to needs; 5) matching the 
right person to the right task.  For foodservice, the focus groups pointed out communication 
between hospital units and the foodservice department is essential, including integrated computer 
systems.  A food production system that accommodates quick modifications of patient menus 
and ensures efficient food delivery of the right food to the right patient at the right time is 
important to improved patient nutrition care (Keller et al., 2013).  
Benchmarking 
Benchmarking originated with the Xerox Corporation in the late 1970’s as a new tool to 
drive process improvement.  Xerox had to determine how a competitor was producing a product 
similar to theirs at a lower price (Camp, 1993; Anderson & Pettersen, 1996).  Xerox defined 
benchmarking as “A continuous, systematic process of evaluating companies recognized as 
industry leaders, to determine business and work processes that represent ‘best practices’ and 
establish rational performance goals” (Zairi, 1998, p. 12).  Camp (1993, p. 25) simplified the 
definition of benchmarking to “finding and implementing the best business practices”.  
Benchmarking allows individuals to identify better practices and bring them to the 
attention of the company to be analyzed and understood (Zairi, 1998, p. 6). Non-commercial 
foodservice can use benchmarking as a continuous process improvement tool to identify best 
practices and guide performance improvement (Bright, Kwon, Bednar, & Newcomer, 2007; 
Johnson & Chambers, 2000a, b).  Comparisons can be made between internal markers, external 
counterparts, and industry standards (Gregoire, 2013; Puckett, 2004). 
Benchmarking is used to measure and compare categories of information including:  
financial performance, productivity performance, and efficiency (Wober, 2002).  While 
benchmarking starts with comparing performance measures, it also aids a business in improving 
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processes, satisfying customers, and moving toward world-class status (Wober, 2002).   
Andersen and Pettersen (1996) note that companies can benchmark processes and strategic 
choices as well. The process of comparing operational measurements helps a manager identify 
gaps in performance as well as guide process improvement (Johnson & Chambers, 2000a, 2001; 
Wober, 2002).   Likewise, in hospital foodservice, information gained through benchmarking 
internally and with industry partners can help drive business decisions, such as moving to or 
from contract foodservices (Romano, 2004). 
Types of Benchmarking 
It is evident in reading the literature that there are different thoughts and terminology 
regarding benchmarking.  Wober (2002) discusses two types of benchmarking:  internal and 
external.   Camp (1993) describes benchmarking categories as internal, functional, generic and 
competitive.  The functional, generic and competitive benchmarking are all forms of external 
benchmarking.  Both authors agree that benchmarking is a tool used for performance 
improvement by comparing an organization to itself, to another organization or to industry 
standards. 
 Internal benchmarking. 
Internal benchmarking is the process of comparing data within a single organization or 
comparing data within the same department over different time periods (Puckett, Connell, Dahl, 
Jackson, & McClusky, 2005; Puckett, 2004; Wober, 2002, Johnson & Chambers, 2000a; Camp, 
1993).  For example, comparing a foodservice department’s food cost per patient day from one 
year to the next or labor hours per meal produced from one month to another month.  Internal 
benchmarking is important because it allows the manager to evaluate labor and supply costs as 
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well as identify trends or changes in performance and adjust practices as indicated (Puckett, et 
al., 2005). 
External benchmarking.  
External benchmarking compares data from other like organizations or departments in 
other entities.  Hospital foodservice directors, for example, might benchmark against other non-
commercial foodservice departments (Johnson & Chambers, 2000b).  Functional benchmarking 
is the comparison of data between different types of businesses that share some similar functions 
(Johnson & Chambers, 2000b).  An example of functional benchmarking would be comparing 
customer service or satisfaction practices in a hospital to those used by a hotel.  Functional 
benchmarking is difficult to use when making side by side comparisons because of the large 
variation in the operations; however, functional benchmarking has been noted to be the source of 
information leading to more operational breakthroughs (Tucker, Zivan, & Camp, 1987). 
Generic benchmarking is the practice of comparing a business practice against the best 
known business practices regardless of which industry the best practice is found. (Anderson & 
Pettersen, 1996).  An example of generic benchmarking is the use of bar coding.  Bar coding 
began in the grocery business, (Anderson & Pettersen, 1996); however, industries outside the 
grocery segment compared their methods of tracking product to the grocery business 
methodology and bar coding was recognized as advantageous to many business segments, 
including hospitals. Bar coding, in hospitals, is a patient safety measure now used to track the 
administration of medication.  Tucker, Zivan and Camp (1987) noted benchmarking with a non-
competitor can provide valuable ideas that are usually received more readily than ideas from a 
competitor. 
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Benchmarking in foodservice. 
Several studies have documented types of benchmarking used in foodservice 
departments.  In 2000, Johnson and Chambers found low utilization of functional or sector 
benchmarking.  Johnson and Chambers (2000b) sent 600 questionnaires to foodservice directors; 
247 surveys were analyzed.  The researchers found 25% of the foodservice directors had used 
functional benchmarking compared to 71% who used internal benchmarking and 60% who 
reported use of external benchmarking.  Similarly, Bright, Kwon, Bednar, and Newcomer (2009) 
in their study of current practices in non-commercial foodservice benchmarking found 74% of 
121 respondents used internal benchmarking data and 56% benchmarked externally with other 
foodservice departments. 
Benchmarking Measures in Hospital Foodservice 
Benchmarking is used in hospital foodservice operations to help department leadership 
manage operational and financial performances (Puckett et al., 2005).  Many process and 
financial indicators can be used as comparative measures or benchmarks, such as food cost per 
meal, net expense per meal (Reagan, Bednar, Rew, & Worley, 2001), labor hour per adjusted 
patient day, trays per minute, meal tray accuracy, and test tray temperatures (Johnson & 
Chambers, 2000a). Puckett et al. (2005) noted food cost per meal is often used as a financial 
metric as is food cost percentage of total operational costs.   Food cost per adjusted patient day is 
a financial measurement recommended by Puckett et al. (2005) because adjusted patient days are 
calculated using a standardized accounting procedure.   
Johnson and Chambers (2000b), in their survey of 247 non-commercial foodservice 
directors, including hospital foodservice directors, found the three benchmarking measures most 
utilized were meals per labor hour, labor hours per unit, and meals per time period.  Bright et al., 
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in 2009, found the most commonly used benchmarking measures in non-commercial foodservice 
operations were percent food cost, percent labor cost, and customer satisfaction. 
 In a Delphi study conducted by Johnson and Chambers (2000a), 11 non-commercial 
foodservice directors identified important benchmarking indicators included:  labor hours per 
unit, percent accuracy of meal assembly, meals per unit, meals per labor hour, actual revenue 
expenditures versus budgeted revenue expenditures, cost per unit, food cost percentage, labor 
cost percentage, product source purchase percentage, and percent satisfaction of quality of 
service.   One of the concerns discussed by the panelists was the ability to obtain accurate data 
that would translate from site to site because of the differences in operational parameters across 
the different operations. 
Human resource and efficiency measures used for benchmarking include employee 
engagement, turnover, absenteeism rates (Johnson & Chambers, 2000a), reported work injuries 
and number of equal employment opportunity and union complaints (Bright et al., 2009).  
Benchmarking measures of customer service in hospital foodservice include patient satisfaction 
with quality of service (Bright et al., 2009).  Customer satisfaction benchmarking was found to 
be used in 90% of foodservice healthcare operations in the Bright et al. (2009) study. 
More specific to hospital foodservice operations, meal assembly accuracy was 
benchmarked in the majority of operations (Bright et al., 2009).  In Johnson and Chambers’ 
(2000b) work, 45% of foodservice directors (5 of 11 Delphi panelists) indicated product 
purchasing compliance percentage as an important benchmarking indicator.  This measure may 
be important to organizations using a prime vendor or part of a GPO.   High levels of purchasing 
compliance can lead to higher rebates and improved financial performance for foodservice 
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departments that purchases through group purchasing organizations (GPOs) (Burns & Lee, 
2008).  
Benchmarking in practice. 
 Reagan, Bednar, Rew, and Worley (2001) in their study of 111 hospital foodservice 
departments found that neither bed size nor whether the foodservice was contract managed or 
self-operated was a driver in variation of benchmarking measurement results. However, Puckett 
et al. (2005) cautions that benchmarking data should be compared between facilities of similar 
size and meal delivery systems. Johnson and Chambers (2000b) also highlighted the importance 
of benchmarking with similar bed size and types of foodservice operations as well as comparing 
financial methods used in calculating benchmarking data. 
 Using a consistent method of calculating meal equivalents is essential for foodservice 
professionals to make relevant benchmarking comparisons (Johnson & Chambers, 2000b; 
Reagan et al., 2001).  In a study, of 121 non-commercial foodservice professionals, conducted by 
Bright, Kwon, Bednar, and Newcomer (2009), 28.4% indicated they had a high level of 
confidence in their peers’ benchmarking data; 34% lacked confidence in their peers’ data and 
37.9% gave a neutral response.  Respondents who did not benchmark indicated a lack of training 
and other priorities preventing them from participating in a benchmarking process.  Of the 121 
survey respondents, 61% indicated benchmarking was important in the performance their jobs. 
 Research has indicated foodservice administrators, including hospital foodservice 
managers, believe benchmarking can be used to improve operational performance as well as 
identify cost-effectiveness and help department leaders make better informed decisions (Bright et 
al., 2009).  In the Bright et al. (2009) study, 53% respondents agreed with the statement that 
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benchmarking “helped achieve a competitive position” as well as helped to “identify new 
breakthroughs.”  
 Johnson and Chambers (2001) found through interviews with 11 foodservice panelists 
that benchmarking information can be used by developing an action plan, developing goals, 
communicating the results, and tracking results as a means for process improvement.  Barriers 
identified by foodservice directors to using benchmarks as a tool were limited time and lack of 
knowledge on how to benchmark (Johnson & Chambers, 2000b). 
Performance indicators. 
 Hospital foodservice has limited ability to produce revenue, so improving financial 
performance is often related to how well costs are controlled or reduced (Gregoire, 2013).  
Productivity is simply the ratio of input to output (Gregoire, 2013; Puckett et al., 2005).  The 
process of changing inputs to outputs is called transformation.  Transformation components are 
employees of the department, as well as the leadership and technology.  How the work is 
performed, and at what level, is influenced by the written procedures of the foodservice 
department and the level of satisfaction desired (Puckett et al., 2005).  Common foodservice 
productivity measures include comparison of meals per labor hour, minutes per meal, and labor 
cost per meal serviced.   
 Operating ratios are used to analyze revenue generation and expense management.  
Common operating ratios include food cost percentage and labor cost percentage.  Multiple 
ratios and measures should be used in evaluating the efficiency and effectiveness of a 
foodservice operation (Gregoire, 2013).  Analyzing ratios over time and monitoring the changes 
is referred to as trend analysis.   
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 Trayline operation performance can be measured objectively.  Trays per minute is one 
measure of productivity, calculating the number of trays completed per each minute of trayline 
operation.  Tray delivery time is another measure of productivity.  It measures not only tray 
assembly time, but also delivery to the patient.  Finally, tray accuracy can be monitored by 
checking the number of mistaken items placed on a tray or items forgotten on the tray.  One way 
the accuracy rate is calculated is by totaling all items selected on a set number of trays, 
inspecting the trays for errors, and dividing the total number of errors by the total number of 
menu items (Puckett, 2004). 
Labor is a large percentage of the cost associated with running a hospital foodservice 
department (Puckett et al., 2005).  Labor-hour per adjusted patient day or labor-hour per meal 
can be evaluated and benchmarked against similar operations.  Menus, procurement form of 
food, food preparation method, and design of the foodservice department can impact the number 
of labor hours and number skilled personnel needed to produce the meals (Gregoire, 2013). 
Automation in Hospital Foodservice 
 The use of computers in the practice of dietetics has been in existence for over 50 years.  
Food and Nutrition professionals see computers as useful tools to help reduce departmental costs, 
eliminate redundancy in tasks, and improve operational efficiency (Hoggle, Michael, Houston, & 
Ayres, 2006).  In 2007, the Academy of Nutrition and Dietetics added a work group with the 
intention of defining and providing members with information and tools regarding nutrition 
informatics (Ayres & Hoggle, 2008; Yadrick, 2008).  From the work group came this definition 
of nutrition informatics: “the effective retrieval, organization, storage, and optimum use of 
information, data, and knowledge for food and nutrition related problem solving and decision 
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making.  Informatics is supported by the use of information standards, information processes, 
and information technology.” (Ayres & Hoggle, 2008; Yadrick, 2008)   
An information system is usually broken down into four elements: input, processing, 
output, and feedback (Puckett, 2004).  Input is the process of putting raw data into the 
information system.  Processing converts data into useable information.  Output is the 
information provided by the system from the data put into the system.  Finally, feedback is 
information gained from the output and interpreted which in turn helps manage the operation of 
the department (Puckett, 2004).   
Hoggle, Michael, Houston, and Ayres (2006) defined the different areas of computer use 
in the dietetics profession as: inventory management, nutritional analysis, nutrition research, 
clinical nutrition care, foodservice systems management, educational/instructional/data intake, 
reimbursement, communication, and food-supply surveillance.  Though software programs 
specific to hospital foodservice have been developed, the implementation of such programs is not 
widespread (Hoggle et al., 2006).  There are few software vendors that offer nutritional 
information systems and limited information on best practices related to nutrition software. 
 In hospital foodservice, the use of computers to keep an inventory of food and supplies, 
track quality assurance data, modify a recipe, and print production sheets are all examples of 
nutrition informatics (Yadrick, 2008).   Utilizing a foodservice management software system 
designed to aid in purchasing of inventory and forecasting production needs results in reduction 
in waste, leading to a reduction in expenses (Yadrick, 2008).  This process can impact patient 
safety and satisfaction as well (Aase, 2010). 
Computerized diet office software has been available for over 35years from companies 
such as Computrition and CBORD (Aase, 2010).  Computrition (2013) was started in 1980 and 
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offers several software applications for many foodservice processes, including procurement, 
patient care, and retail solutions.  Computrition claims their software helps foodservice 
operations improve quality, efficiency, and safety (Aase, 2010). CBORD (2013) was founded in 
1975 and offers software for healthcare foodservice operations as well as college and 
universities.   
Diet office automation allows for different types of menus to be stored in the system and, 
using patient-specific information, the software can print individualized tray tickets listing each 
patient’s menu items, from which foodservice employees prepare patient meal trays (Gregoire, 
2013, p. 215).  Software can also help with production, food safety, nutrient analysis, financial 
management, menus and clinical nutrition.  Maintenance of the software is imperative to ensure 
the data in the system is accurate (Puckett, 2004, p. 298).  With the software, daily food costs, 
food sales, and other financial measures can be tracked.  
An 851-bed hospital in Lakeland, Florida implemented computerized diet office software.  
The move from a manual process to an automated process resulted in improved patient 
satisfaction scores.  The FANS director at the hospital noted a 9.1% increase in patient 
satisfaction scores in the first quarter after implementation.  The implementation called for the 
nutrition assistants to visit the patients to deliver menus and discuss their likes, dislikes, and any 
food allergies.  Prior to implementation of the software, patients had circled their preferred menu 
items for the next day, a practice that left room for error and was inefficient (Mastrellin, 2013). 
The computer system used by the Florida hospital also prints appropriate portion sizes on 
each menu, individualized for each patient.  Automated tally sheets provide improved accuracy 
for food production.  The system may substitute inappropriate items when a patient has an 
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allergy or dislike; however, the diet clerk can modify the computerized selection to an 
appropriate food item, if needed (Mastrellin, 2013). 
Skouroliakou et al. (2009) studied the development and implementation of a software 
tool, “DIET”, in a foodservice department of a general hospital in Greece.  The DIET program 
calculated patients’ nutritional needs and designed daily menus for each patient, a task usually 
completed manually by staff dietitians.  The software also provided menu/food costs, stored 
patient data, and provided reports related to food production.  The software was tested prior to 
implementation by comparing the software’s outputs and calculations to manual calculations. 
Over a 3-month period, 135 adult patients, referred to the Department of Nutrition 
Support and Dietetics by their attending physician, were included in the study.  Patients on 
nutritional support were excluded.  The patients had a wide range of clinical conditions and 
nutritional requirements.  Diagnostic data on each patient was collected.  Data was entered into 
the “DIET” program by the same dietitian that collected the data.  The dietitian continued to 
calculate nutritional needs manually and develop the patient’s daily menus (Skouroliakou et al., 
2009). 
Skouroliakou et al. (2009) found the use of software decreased errors of manual 
calculations/menu development by 88%.  Time required for the input and calculation of data 
between the automated method versus the manual method for dietitians resulted in a decrease in 
average time from 9.7 minutes for manual, to 3.2 minutes for the automated process, a 68% 
decrease.  Using the manual system, nutrition technicians spent 12 hours per day compiling the 
food list from the menus and calculating food cost; the software performed the function in 10 
minutes.  Skouroliakou et al. (2009), determined use of the software improved patient safety, 
quality of the patient’s nutritional care, decreased errors, and provided a means of monitoring 
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patients.  The use of the software also increased employees’ productivity and provided an 
automatic method of calculating cost per meal. 
Computrition, Inc. (2015) released a white paper detailing their software product and its 
benefits to healthcare foodservice.  Computrition, Inc. (2015) claims their software can improve 
efficiency and standardization by introducing uniform procedures throughout the process of 
preparing patient meals and transforming diet office procedures from a labor-intensive manual 
process to an automated process.  Automation of the foodservice department, according to 
Computrition, Inc. (2015), provides a mechanism for patient information to be stored 
electronically.  For example, identifying patient allergies can be automated, reducing the risk of 
error.   
Automation of hospital foodservices has introduced a tool or applied science into a new 
environment; however, the computer systems by themselves do not lead to quality patient care.  
Rather, computers and computer software are tools used to help deliver better quality patient care 
(Hoggle et al., 2006) 
Information Technology Adoption 
Information Technology (IT) is seen as an asset that improves business productivity.  For 
the benefits of IT to be fully realized, it must be used and accepted widely throughout the firm 
(Oliveira & Martins, 2011).   
Diffusion of Innovations 
 Diffusion is the rate that an innovation is communicated overtime through individuals or 
channels in a social system (Rogers, 1995). This includes the spread of new ideas that are 
planned or unplanned in nature.  The Diffusion of Innovations Theory was first introduced in 
1962 by Everett Rogers.  There are four key components in the Diffusion of Innovations (DOI): 
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the innovation itself, the communication channels, time, and the social system (Rogers, 1995, p. 
10). 
 Rogers’ (1995, p. 21) Diffusion of Innovations (DOI) Theory speaks to how, why, and at 
what rate technology, abstract ideas, and new concepts spread through an organization and at the 
individual level.  Individuals have varying degrees of willingness to adopt innovations.   Rogers 
(1995; p. 22) categorizes these individuals in five ways:  as innovators, early adopters, early 
majority, late majority, and laggards.  Rogers (1995, p. 258) noted individual rates of adoption 
followed a normal distribution over time, with innovators adopting first, follow by early 
adopters, and continuing through the categories until the final group, the laggards. 
 The innovators are eager usually the first to try new ideas and take risk.  However, 
because of their high level of risk-taking they may not have developed close friendships; rather, 
they often seek out other innovators (Rogers, 1995, p. 263).  Early adopters are often leaders 
within an organization. They are usually sought out by project leaders and change agents to help 
diffuse a new process through the organization (Rogers, 1995, p. 264).   
 The early majority adopt new ideas just before the average member.  They are usually not 
leaders within an organization, but are often those demonstrating a willingness to adopt the 
innovation (Rogers, 1995, p. 265).  The late majority are often skeptical of the innovation and 
follow just behind the average person.  They adopt out of necessity or due to social pressure.   
Finally the laggards are the last to adopt an innovation.  They are often fixated on the past and 
may eventually adopt after further innovations have been initiated and adopted (Rogers, 1995, p. 
266). 
Rogers (1995, p. 279) noted there are several general differences between early adopters 
and late adopters.  Early adopters have higher educational levels, are more likely to be literate, 
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and generally have a higher social status.  There is no age difference in early adopters and late 
adopters.  Early adopters are usually less dogmatic, have greater empathy, higher intelligence, 
greet change more favorably, can accept abstractions, have higher occupational aspirations, more 
education, and less fatalism.  Early adopters have more social participation, have interconnected 
interpersonal networks, and higher contact with change agents, along with more exposure to 
mass media and interpersonal communication channels.  They seek information more often, 
understand more innovations, and have a higher degree of opinion leadership. 
 Rogers (1995, p. 16) noted the overall rate of adoption is affected by five characteristics 
of the proposed innovation: 1) the relative advantage, which is the degree the innovation is 
perceived as an improvement over the prior process;  2) the compatibility of the innovation with 
the current culture, expectations, values, and needs of the adopters;  3) how complex the 
innovation is to learn and use; 4) trialability, which is the level the adopters are allowed to 
experiment with, trial, the innovation or to implement the innovation in stages; 5) observability, 
how visible the results are to the users of the innovation (Rogers, 1995, p. 16).  
Along with the categorization of the speed in which individuals adopt innovation, Rogers 
(1995) discusses the stages individuals go through as they interact with an innovation.  These 
stages are: knowledge, persuasion, decision, implementation, and confirmation. 
 There are differing ways in which the decision to innovate is made in an organization: 
optional innovation, in which an individual makes the decision to adopt an innovation; collective 
innovation, where the decision to adopt is made by consensus; and authority innovation, in which 
the decision to adopt is made by people in positions of power (Roger, 1995, p. 37).  A contingent 
innovation decision is the decision to adopt following a prior innovation decision. 
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 According to Rogers (1995, p. 391-395), innovation in organizations follows a five-step 
process:  1) agenda-setting; 2) matching; 3) redefining/restructuring; 4) clarifying and 5) 
routinizing.    Agenda-setting occurs when a problem is identified within the organization that 
creates a need—real or perceived--for an innovation.  The problem often surfaces as a 
performance gap.  Once a problem is identified, the organization goes through the matching 
process by identifying an innovation that will help in solving the problem.  The third step, 
redefining/restructuring, is the process by which an innovation and/or the organization itself is 
modified to meet the needs of the organization.  Clarifying is the fourth phase of innovation in an 
organization; it is during this stage that the innovation and how it will affect the organization 
becomes clearer to the users and those affected by its implementation.  During this time 
corrective action can be undertaken, while, the innovation is becoming a part of the 
organization’s structure.  The final phase is routinizing, the stage at which the innovation 
becomes institutionalized into the organization and the employees no longer think of the 
innovation as a new idea (Rogers, 1995, p. 399). 
 There are variables that affect the rate of adoption, including the perceived attributes of 
the innovation, the type of innovation decision, the communication channels used, the social 
system, and the nature of the change agents promotion of the innovation (Rogers, 1995, p. 207).  
The change agent is a person, within the organization or an outside expert, assigned to facilitate 
and promote acceptance of an innovation or change in process.  The change agent is an important 
entity in adoption theory.  How the change agent is accepted by the social work group, can 
influences the rate of adoption (Rogers, 1995, p. 5).   
In the adoption of technology there is typically a hardware component and a software 
component (Rogers, 1995, p. 13). Technological innovation usually brings a benefit to the 
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adopters; however, this benefit is not always evident and sometimes the intended adopters see 
their current practices as superior to the changes the innovation realizes (Rogers, 1995, p. 13). 
 Innovation has consequences which can be difficult to research, because change agents 
focus on implementation and often assume the consequences will be positive; the typical survey 
type of research may not be appropriate in investigating consequences; and consequences can be 
difficult to measure (Rogers, 1995, p. 440). 
Technology, Organization, and Environment Context (TOE) 
 Tornatzky and Fleischer in 1990 identified three characteristics of an organization that 
impact how it adopts and puts into effect a technological innovation (Oliveira & Martins, 2011).  
These three characteristics are technological, organizational, and environmental (TOE).  Since 
the introduction of the TOE framework further research has acknowledged the importance of 
these contexts (Coa, Jones, & Shegn, 2014).   
 Both DOI and TOE recognize internal and external characteristics of an organization as 
well as the characteristics of individuals within an organization as important drivers to a firm’s 
innovativeness.  TOE adds the dimension of environmental context, which includes an 
organization’s competitors, government influences, and the industry itself (Oliveira & Martins, 
2011).  At the organizational level, Oliveira and Martins (2011) recommend using TOE as the 
theoretical model for looking at innovation adoption; however, combining more than one model 
when studying technology adoption can provide a better foundation. 
 Cao, Jones, and Sheng (2014) studied the implementation of radio-frequency 
identification (RFID) technology at a hospital in the Midwestern part of the United States.  Using 
a case study approach, they interviewed 14 individuals involved in a pilot study conducted by the 
hospital as they investigated the possible implementation of RFID technology in their entire 
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system of hospitals.  The researchers also collected data from the RFID beacons and tags, as well 
as technical reports and information obtained from the organization’s website.   
 Cao, Jones, and Sheng (2014) transcribed the 14 interviews, with common themes and 
characteristics grouped together and categories formed.  The researchers compared the concepts 
that emerged across different participants or were substantiated by documentation.  The 
researchers took the categories identified from the interviews and related them to the TOE 
components along with causes and consequences of the RFID technology.  The results of the 
interviews indicated TOE components were present in the adoption of the RFID technology. 
 The technology context of TOE was identified as important for adoption, especially 
regarding information security and patient privacy.  Other technological notes included accuracy 
in use, the battery life of the components, and the size of the RFID tag.   Organizational context, 
part of TOE framework, was found to be very influential in the adoption of RFID in a healthcare 
setting.  Environmental context, namely governmental and oversight compliance, patient privacy 
and external pressure, were all influential in the adoption process (Cao, Jones, & Sheng, 2014).  
The researchers also found that the patient played an important role in RFID adoption in a 
healthcare environment, as did organizational readiness.  This is consistent with what Gamm & 
O’Conner (1987) concluded in their study. 
Implementation 
 The implementation of an innovation should be an essential part of a change plan that is 
comprehensive and systematic.  Implementation is the process of implementing the change.  
Those involved in implementing are most successful when they listen, question, and clarify their 
concerns at beginning of the process (Cameron & Green, 2004, p. 138).  Innovation in a service 
industry differs from that in a manufacturing environment.  Services are characterized by high 
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labor needs, variability in delivery, and co-production with the consumer.  Intangibility and 
perishability, or time sensitivity, of the services or its components can alter both the type and 
adoption processes of an innovation (Enz, 2012).  Service innovation seeks to change the value 
creation process by developing new skills and adjusting attitudes to deliver greater value.   
Barriers and facilitators.  
 One way to dissect the implementation process and gauge success is to find the barriers 
that slow and hinder the implementation of an innovation.  Barriers can be characterized as 
cultural, social, organizational, and psychological (Surry & Ely, n.d.).  Rogers (1995, p. 19) 
notes one issue affecting the rate of adoption is a communication barrier between the change 
agent and the adopters.  The change agent is typically an expert in the technology being adopted, 
and this can lead to ineffective communication if the change agent uses language or jargon not 
understood by the adopters.  This may be unavoidable, since the trainer must be proficient in the 
software for diffusion to take place. However, other factors such as the change agent’s 
educational level and social status are hopefully similar to the adopters, which can make for 
better communication channels (Rogers, 1995).   
Another approach to understanding implementation is to review successful 
implementations and find those factors that facilitated the success.  Ely (1990) reviewed 
successful implementations in educational technology through a literature review and identified 
eight factors influencing successful implementations. These include: 1) dissatisfaction with the 
status quo; 2) knowledge and skills exist; 3) resources are available; 4) time is available; 5) 
rewards or incentives exist for participants; 6) participation is expected and encouraged; 7) 
commitment by those involved; and 8) leadership is evident.    
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 Some employees, typically the early adopters and innovators, will embrace change and be 
supportive of the process.  Others will resist the change, and resistance often stems from 1) 
employees’ perceptions that the change will decrease their ability to perform their job as they 
envision; 2) concern that they do not possess the skills necessary to accomplish the change or 3) 
employees feel threatened by the change (Ford, Heisler, & McCreary, 2008).  Momoh, Roy, and 
Shehab (2010) found poor training of end users as a barrier to change.  If the innovation end 
users are not recognized as proficient in using new processes, the change could be seen as 
unsuccessful and employee resistance would increase.   
Institutionalization. 
Once an innovation is in place and in use, the organization has to make the decision to 
continue its use (Surry & Ely, n.d.). There are six accepted indicators of institutionalization: 1) 
acceptance of the innovation; 2) the innovation is stable and routine; 3) the innovation is used 
throughout the organization; 4) there is a strong expectation of use; 5) continuation of use is not 
reliant on one individual, but upon the organization; 6) routine allocations of time and money are 
available. 
Change Management 
 Change occurs in hospitals and hospital foodservice departments continuously.  Change 
can be as small as a change in product or big, as a departmental procedural change.  All changes 
encounter resistance.  The leader must recognize how employees feel about change, find way to 
help employees accept change, and become instrumental in bringing change into their 
departments to improve operations (Puckett, 2004, p. 126).  Organizational change occurs due to 
internal and external forces.  Some of these drivers include: the adoption of new technology or 
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equipment, governmental laws and regulations, workforce demographics, competition and 
economic factors (Gregoire, 2013, p. 329).   
Change Management Theories and Models 
There are several change management theories.  Lewin (1964) proposed the initial model, 
a three-step process that detailed the steps involved in successful organizational change.  The 
first step is to unfreeze the organization from its current state of being; the second is to make the 
change; and the last step is to refreeze the organization in its desired state so it does not go back 
to previous work methods.  It is important to recognize that organizations will revert back to 
previous methods, so change must be actively managed (Lewin, 1964).  Lewin (1964) states 
change success at the group level often facilitates change at the individual level.  A group 
decision to commit to change will often result in an individual’s decision to commit to change.   
 The adoption, implementation, and institutionalization of an innovation has no single 
formula that leads to success; however, the process requires a systematic approach with the 
recommendation of a change agent to help coordinate steps to facilitate a successful adoption of 
the innovation (Surry & Ely, n.d.).  There are many change management strategies and theories 
that have been discussed and studied. 
One such study involved a small rural hospital in Louisiana following a policy change 
adapting a new charity program for patients of the hospital.  The Chief Executive Officer (CEO) 
and Chief Financial Officer of the hospital presented the policy to the directors of the 
departments that would be directly impacted by the new policy.  The administrative team 
explained the benefits the program would bring to the hospital and to their patients.  The CEO 
did not see the new policy as a major interrupter in the daily workflow of the frontline 
employees; however, the frontline employees did see it as a major change.  The case study 
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identified four lessons that can aid in implementation success: 1) the implementation process 
should be planned well in advance of the actual implementation.  2) There must be accountability 
that the new policy is being followed. 3) There must be a change agent who is recognized as the 
leader and has responsibility to ensure the change is occurring.  4) It is important to work with 
the employees affected by the change throughout the entire process, pre-implementation, during 
implementation, and post-implementation.  After the first failed attempt at a change in the policy, 
the CEO designed a new implementation with defined goals and parameters, and explained how 
those goals and parameters would be measured.  Employees could then better understand and be 
held accountable for their part of the policy implementation (Chustz & Larson, 2006). 
Kotter (1995) developed an eight step model to change.  These steps are 1) increase 
urgency 2) build the guiding team 3) get the vision right 4) communicate for buy-in 5) empower 
action 6) create short-term wins 7) don’t let up and 8) make change stick.  Kotter’s eight-step 
model is chosen by many managers as a guide to navigate change.  The model addresses some of 
the political forces involved in change and stresses the importance of communication and 
developing a sense of need for the change.  Kotter’s model is a linear model (Cameron & Green, 
2004, p. 101). 
 One model for change management in hospitality literature is The 5-P Model.  The five 
“P”s are: purpose, priorities, people, process, and proof.  Ford, Heisler, and McCreary (2008) 
wrote “change should have a stated purpose; specific targets of change should be identified and 
prioritized; people potentially affected by the change should be identified and brought into the 
change process; the process should use appropriate levels of direction, participation, and 
consultation; and the proof should demonstrate visibly and believably what the change 
accomplished.”   The 5-P model’s 5th element --proof--is a characteristic not often included in 
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change management models, but according to Ford, Heisler, and McCreary (2008; p. 191), it is 
important that proof of the change working be an essential part of change management. 
 Ford, Heisler, and McCreary (2008) proposed the use of the 5-P model of change 
management as they worked through the merger of two distinct hotels into one entity.  The 
model provided a structure for the process and resulted in a successful implementation.   
 Another model found in hospitality literature regarding change management is the 
“SPOT” model, (Strategy, Process, Organization, and Technology).  Davidoff (2008) discussed 
the similarities of SPOT with the 5-P model. Both models tout the importance of defining a 
strong purpose and communicating the goals throughout the organization.  People and processes 
play a big role in change management in both models.  Technology is a key component in the 
SPOT model.  Davidoff (2008) suggests that change in technology can result in emotional 
reactions and the technology factor must be taken into account during all change management, 
even if the innovation is not purely technological in nature. 
 There are forces that drive change and there are forces that restrain change.  An increase 
in forces that drive change can help move the needle toward change or can cause an increase in 
forces that restrain change (Gregoire, 2013).  Decreasing barriers or restraining forces can 
usually help move change along more effectively than increasing the driving forces. 
Atkinson (2014) states there are three key players in change management: clients, 
catalysts, and targets.  The clients are those who sponsor the change project.  Catalysts are those 
responsible for the actual implementation of the change through education and skill building.  
The targets are the individuals who will have to use and make the change work. 
 A study of hotel-level innovation implementation was conducted by Enz (2012).  A 
questionnaire was sent to 57 North American general managers (GMs) of hotels within a global 
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hotel chain.  Fifty-three surveys were returned for a 93% response rate.  (A letter from the 
company’s president, encouraging the GMs participation, accompanied the survey).  Two 
innovation implementations were studied. One innovation was customer service and quality 
focused and included tracking customer satisfaction, continuous improvement strategies, and 
conducting service inspections.   The second implementation focused on cost control innovations 
including organization work group redesign, scheduling changes, and expanding employee 
responsibilities. 
 The varied implementation strategies employed by the GMs at the hotels included 26 
methods.  The top strategies noted were: 1) discussion of the innovation in regular staff 
meetings; 2) an individual designated with responsibility for the implementation; 3) several 
people designated as leaders or facilitators of the innovation; 4) networking through information 
discussions; 5) reviews by senior management; 6) involvement of the employees, including 
asking for feedback and ideas to help facilitate implementation; 7) one-on-one counseling with 
employees to answer questions and dispel fears (Enz, 2012).  Staff meetings were the most 
frequently used tactic in the study.   
 In reviewing implementation strategies and innovation success, as measured by the GMs’ 
perceptions of success, Enz (2012) found meeting one-on-one with employees was the tactic that 
correlated most significantly with innovation success (Pearson Correlation .434).  Other tactics 
significantly associated with innovation success included: use of rewards (.366); benchmarking 
(.363); focus groups (.344); employee involvement (.333); review process (.291); trial or 
experiment (.291); and a point person (.290).  Popular techniques that did not seem to aid in 
success included: the use of an idea champion, staff meetings; and informal networking.    
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 Two types of innovations were a part of the Enz (2012) study, one cost-based and the 
other quality-based.  The researcher found the strategies for successful innovation differed 
among types of implementation.  The cost-based study found success with idea champions, 
rewards, use of focus groups and volunteer soft-start.  The quality-based innovation found 
success with use of a point person, benchmarking, individual counseling, and eliminating old 
behavior.  Participation strategies that work to empower and engage employees in the process led 
to the most success.  The study found some use of edict, which is the use of a central entity or 
champion of change.  Although edict was most often used, it was not the biggest driver of 
success.  All four types of strategies--participation, persuasion, intervention, and edict strategies-
-in combination were important to successful implementation (Enz, 2012).   
Quality innovation found the leader acts as a facilitator of the implementation and 
ensures consistent delivery of the services.  Cost-based innovations were negatively and 
insignificantly related to participative strategy.  Cost-based innovations were successful with 
group participation strategies used and group-based persuasion.  The use of general meetings and 
memos were shown to have minimal impact on successful innovation in a hospitality setting 
(Enz, 2012).   
Leadership 
 Effective leaders are individuals who can influence other people (Gregoire, 2013).  Some 
people are leaders because they hold a position of power over others; other leaders are leaders 
based on how they interact with others (Gregoire, 2013).  Leaders inspire and can communicate a 
vision and guide an organization toward specific goals (Gregoire, 2013).  Rogers (1995) in his 
DOI discussion recognized the leader’s attitude toward change affects the acceptance of an 
innovation.   
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 Leading people is important during change management; it involves leading employees 
who must change their behavior for an innovation to be successful (Atkinson, 2014, Ford et al., 
2008).  In the case study discussed by Ford, Heisler, and McCreary (2008), two hotels with 
differing and distinct characteristics were purchased by one company and operations were 
merged to improve operational efficiency.  The leadership of the hotels recognized the 
importance of communicating to the employees a servant-leader philosophy throughout the 
organization.  The employees were given an extraordinary amount of information related to the 
change and the reasons for the change.  All employees were treated with respect and dignity 
throughout the process.  The goal was to promote positive feelings about the company whether 
employees stayed with the company or if their employment was terminated secondary to the 
reduction in necessary staff as a result of the hotel merger. Lastly, a group of individuals within 
the management team were identified to quickly address issues before they became major 
problems (Ford et al., 2008). 
 The presence of a change agent, who was the GM of the hotel and not an outside 
consultant, was recognized as an asset to the hotel merger (Ford et al., 2008).  The change agent 
smartly under-promised and over-delivered on the savings achieved as a result of the merger. 
 Leadership is essential in all types of change; an implementation of a service quality 
program was initiated by the CEO of a large hotel operation.  The CEO defined the vision and 
championed the program.  The human resources manager for the corporation took responsibility 
for the implementation of the program through general managers at the 72 hotels in the 
corporation.  Success of the implementation was not consistent across the hotels.  The existing 
organizational culture championed autonomy within each individual property, thus the 
innovation was received differently throughout the organization.  Some hotels flatly rejected the 
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program, others enthusiastically implemented the program, while others tried, but were 
unsuccessful (Waldersee & Eagleson, 2002).  Six hotels within the corporation were chosen by 
the head office as sites for case studies of the implementation of this change.  Five hotels were 
considered to have implemented the process successfully; one had failed in the implementation.  
The successful hotel case studies had leadership characteristics evident within the steering 
committee assigned to lead the change.  In four of the five hotels, two members from the steering 
committee emerged with evident leadership roles, one individual directed the roles, set 
expectations, and monitored progress.  The other leader focused on the staff, providing 
encouragement and developing skills.  In the fifth hotel, one leader took on both of these roles.  
In the case study of the hotel that had a failed implementation, no leader took responsibility for 
either task or relationship management (Waldersee & Eagleson, 2002). 
 Four human resource regional managers shared responsibility for oversight of 42 of the 
corporate owned hotels.  The regional human resource managers were asked to assess whether 
shared leadership in the implementation of the change program had been evident.  The hotel 
steering committees that had leaders evolve, one with a task oriented responsibility and another 
with relationship responsibilities, were then assessed at whether higher degrees of successful 
implementation of change were achieved.  The regional HR directors assessed the degree of 
success achieved.  Hotels where one leader emerged and assumed both the task and relationship 
leadership roles were less successful in their implementation (Waldersee & Eagleson, 2002).  
The interaction between the two leaders and their support for each other was instrumental to 
drive the performance of the steering group leading the change. 
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Effective Communication 
 Communication is an important tool used throughout change management.  Methods used 
to improve communication include: eliciting feedback through two-way communication; 
communicating the same information using different methods and avenues; communicating face-
to-face; being understanding and sensitive to who is receiving the message; being knowledgeable 
of ‘red flag’ words or phrases that may evoke negative feelings; timing and reinforcement of the 
message; using easy to understand language; and repeated communication of the information 
(Gregoire, 2013). 
 Communication of the proposed changes and the benefits of those changes are essential 
at the very beginning of the implementation and throughout the change management (Van den 
Heuvel, Demerouti, Bakker, & Schaufeli, 2013).  Poor communcation with employees can lead 
to more resistance or unfounded fears because the employees do not understand how the change 
is going to affect them and what they do every day (Puckett, 2004).  Barriers to good 
communication with staff include: lack of interest; information overload; use of jargon; source of 
the message; selective communcation; appearance of the speaker; and regional language 
(Puckett, 2004, p. 179). 
 Communication can travel within an organization in several directions: downward, 
upward, horizontal, and diagonal.  Downward or from top-to-bottom communication includes 
messages and information from higher levels of the organization passing the information down 
to individuals within the organization.  Communication from the bottom  up (or upward 
communication) is messages and information from front-line employees or mid-level managers 
providing information to those individuals higher on the organizational chart (Gregoire, 2013).  
Horizontal communication is information passed between employees who are peers of each 
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other.  Diagonal communication includes information passed between individuals at different job 
levels.  The communication does not go through the direct chain of command, but passes directly 
from individual to individual (Gregoire, 2013). 
 Communicating the purpose of the change is vital in bringing about change in an 
institution.  Communicating the change as a positive move for the organization and the 
employees will help reduce resistance (Ford et al., 2008).  Davidoff (2008) agrees successful 
change management starts with a defined purpose and vision.  The researcher noted that it is 
important to clearly communicate not only what is going to change, but also what is going to stay 
the same.  Because change will almost always affect some entity or employee in a negative 
manner, it is very important that these situations are handled transparently and directly (Ford et 
al., 2008). 
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CHAPTER 3. METHODOLOGY 
Introduction 
 Hospital diet office operations and patient menu management is an area of limited 
research.  Understanding how software solutions and implementation of the software impact 
operations and employees of a hospital foodservice department is important.  Patient satisfaction 
of hospital foodservices is a factor in overall patient satisfaction (Woodside, Frey, & Daly, 1989) 
and can be a factor in the level of reimbursement the hospital receives from CMS (CMS, 2015).  
Using available tools to improve foodservice department efficiency, patient safety practices and 
patient satisfaction is critical in the current hospital foodservice environment (Jacoby & Berger, 
2013).  
The process of change in the work environment is challenging.  It is often difficult to 
visualize the impact change will bring; thus, it is vital for leaders to anticipate employee response 
to the change, and use management techniques to help employees through the change.  This aids 
in facilitating a smooth implementation and accepted new practices (Ford, Heisler, & McCreary, 
2008; Gregoire, 2013).  Computer software specifically designed for hospital foodservice is 
marketed as a tool that can improve foodservice department efficiency, effectiveness, and has 
overall improved quality of patient care implications (Computrition, Inc., 2015).   
Purpose of the Study 
 One purpose of this study was to investigate the effect the implementation of specialized 
software has on multiple hospital foodservice departments’ operations and personnel. The second 
purpose is to identify factors affecting employees’ acceptance and use of the software. 
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Research Questions 
The research objectives for this study are as follows: 
1. What effect does the implementation of specialized foodservice software have on 
hospital foodservice departments’ efficiency? 
2. What were diet office employees' expectations and level of readiness for change as 
related to the implementation of specialized hospital foodservice software? 
3. What factors were identified by the foodservice staff and directors as barriers and/or 
facilitators regarding the implementation of specialized foodservice software? 
4. How did employees of the department perceive the communication provided prior to 
and during software implementation? 
5. What benefits and disadvantages related to the use of the specialized foodservice 
software did the department employees and department leadership perceives post 
implementation? 
6. What effect does the addition of specialized foodservice software have on patient 
satisfaction as measured through the Press-Ganey HCAHPS® survey? 
7. What modifications to procedures did diet office personnel adopt post-
implementation and why? 
8. What is the attitude of hospital foodservice employees toward the perceived benefit 
and adoption of technology for personal and work use? 
A multi-case study design was followed; multi-case design follows a single case study 
methodology however the same study is conducted at multiple sites (Yin, 2003).  Qualitative and 
quantitative research methods were used to collect and analyze data as a mixed methods 
approach can provide a more complete understanding of the issues being studied (Creswell & 
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Plano Clark, 2007).  In this study, five hospital foodservice departments, part of a division of 17 
hospitals within a large healthcare corporation, made up the research sites.  In-depth interviews 
were conducted with hospital foodservice employees, including the foodservice director at each 
hospital, clinical dietitians (RDs), and diet office personnel following the implementation of the 
specialized software.  Use of various data sources helped develop converging lines of evidence 
(Yin, 2003), which provided opportunity for a more thorough analysis of the data.  
A questionnaire investigating foodservice employees’ perceived technology readiness, 
their willingness to adopt the new software, and acceptance of change was used to explore their 
attitudes toward software implementation, innovation, and departmental change. To analyze 
operational performance, secondary data measures from pre-implementation and post-
implementation time periods were obtained from the healthcare company’s division reports and 
individual foodservice department reports.    
Human Subjects 
This research study gained approval from the Iowa State Human Subjects Institutional 
Review Board (IRB) prior to any contact with potential participants (Appendix A).  All 
participants were provided an informed consent outlining the study, clearly explaining the 
purpose of the study and ensuring confidentiality of all information obtained (Appendix B).  
Only those participants who agreed to participate and signed an informed consent were included.  
The primary researcher (PI) and major professor completed Human Subjects Research Assurance 
Training through Iowa State University prior to any research being conducted. 
Permission to conduct this study was acquired at three points.  Approval was granted by 
the division manager of research responsible for overseeing all research conducted in any of the 
division hospitals.  As a condition for approval, a copy of the study’s questionnaire was 
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requested by the division research manager for review; this was provided to the division manager 
of research by the PI.  
Permission was also granted by the division food and nutrition manager who has oversite 
over the division’s 17 hospital foodservice departments.  For confidentiality purposes, the 
division food and nutrition manager was not told which hospitals were being studied.  Finally, 
permission to conduct the study at each site was obtained from each of the five hospital 
foodservice directors. 
Research Design 
This study followed a multi-case study process and was conducted in five hospital 
foodservice departments; all part of a healthcare division of 17 hospitals and geographically 
grouped.  This healthcare division is one of several within a large healthcare corporation.  All the 
hospitals are owned by a large for-profit hospital corporation and are entities within a single 
hospital division of the corporation.  The hospitals are located in the Southeastern United States.  
Because the purpose of this research was to investigate the effect of implementing specialized 
hospital foodservice software, departments undergoing a division level mandatory 
implementation of the software were followed.  The five hospitals were selected based on 
hospital bed size, foodservice director credentials, diet office processes pre-implementation, and 
a working relationship between the PI and the foodservice director. 
The implementation of the software into all 17 hospitals was completed over a 12 month 
period through a phased process.  The first phase consisted of the customization of software for 
the division.  The initial data for the software was copied from another division within the 
healthcare company.  The initial data included: menu items, menus, diet orders, diet restrictions, 
and recipes.  This data was modified at the division level before opening access to the software 
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to the implementation teams in each foodservice department.  The customization included 
inputting patient and cafeteria menus written at the division level, additional recipes, diet 
restrictions, and diet orders.   
Each research site was carefully selected based on the PIs’ knowledge of hospital 
foodservice and the individual characteristics of each site.  These characteristics included: 
hospital size, type of tray service, current diet office operations (Table 1; Appendix C) and the 
existence of a professional relationship between the hospital foodservice director and the PI.  
Three of the departments implemented the software program into diet offices that manually 
processed patient menus; therefore, the software implementation moved the diet offices 
procedures from a manual process to an automated process.  One foodservice department’s 
implementation involved putting into practice the division version of the software and removing 
their customized previous version of the same software.  The fifth foodservice department moved 
from an automated diet office using a proprietary software program to the division diet office 
software.   
One of the five hospitals initially selected, gave verbal agreement to participate but opted 
not to partake when time for the site visits arrived as a consequence of staffing concerns.  The 
department director indicated the department employees would be unable to commit to spending 
the time out of their day to participate.  Another foodservice director was contacted and agreed to 
participate in the study. 
Data were gathered through three means.  First, employees working during the site visits 
were asked to participate by completing a questionnaire related to technology readiness, 
willingness to adopt, attitudes, innovation, and demographics. Second, participants who worked 
with the software or who were instrumental in the setup and implementation of the software were 
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asked to be interviewed one-on-one at their work-site.  Interviewees included diet clerks (DC), 
clinical dietitians (RD), supervisors with specific oversight of the diet office/patient services 
(DO) and the foodservice department directors (FSD). The interview questions were crafted 
using the research questions as the basis.  An interview guide was used during each interview.  
While the PI was onsite for interviews, observations of the diet office and patient trayline 
operations were conducted. Field notes were taken using an observational form (Appendix D) 
following recommendations by Chiseri-Strater and Sunstein (1997).  The observation form 
included factors such as recording specific occurrences, times, sensory observations such as 
smell, taste. The PI audio recorded her observations and thoughts within one hour of leaving 
each site.  The PI spent a minimum of two days at each site.  The observations allowed the PI to 
gain a more complete understanding of each sites’ operation.  As noted by Bogdan and Bilken 
(1982), observing and understanding the research setting is important to the context of the study 
and can provide an additional source of evidence (Yin, 2003) 
Third, secondary data were collected from the foodservice directors and the division 
foodservice manager.  The data included food cost, adjusted patient days, and patient days.  
Secondary data collected spanned six months pre-implementation through six months post-
implementation.  This time frame was determined to allow for use of the software to become 
more routine and normalized in the operation. Patient satisfaction data were obtained from the 
hospital division’s Press-Ganey® survey results.  One question on the survey asked patients to 
rate the quality of food.  Patient satisfaction data were reported on a quarterly basis and surveys 
were administered to 200 patients each quarter at each hospital.   
 A case study approach for this study was selected as it allowed for a detailed 
investigation into an event (Wiersma & Jurs, 2005).  A multi-case study’s use of multiple 
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settings allowed for enhanced generalizability of the findings as well as offered an ability to 
compare sites (Wiersma & Jurs, 2005).  As recommended by Bogdan and Biklen (1982), 
choosing sites with variations allows for a wider range of observations and provides additional 
characteristics to observe and investigate that would not be available at a single site.  Variation 
of the characteristics of the sites was intentional to determine if the same or similar observations 
and results were found at multiple sites for a more robust design (Yin, 2003).   
The first case study site took the most time and provided the most challenges, subsequent 
case studies became more routine.  As noted by Bogdan and Biklen (1982) as a probable 
progression during the study; techniques of the PI improved and information gathered from the 
first case study help the investigator to focus and seek clarity during subsequant case studies.   
Questionnaires 
 A paper questionnaire (Appendix E) was developed to gather information about 
participants’ technology readiness, willingness to adopt, acceptance, usefulness, attitudes, and 
demographics.  Sample selection, questionnaire content, and data analysis are described below. 
Questionnaire sample selection. 
Each foodservice department shared some similarities; however, there were distinct 
differences within each operation.  Foodservice employees working the days the PI was on site 
were asked to take the paper survey.  The implementation of the software had an effect not only 
on employees in the patient services area, but in all areas of the kitchen.  An assessment of 
hospital foodservice employees’ willingness and readiness to adopt technology was a part of this 
study, therefore, employees of all job titles were asked to participate.   
Employees were verbally informed that the completing of the questionnaire was 
voluntary.  Following the employees’ verbal agreement to complete the questionnaire, the 
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employees were provided an informed consent detailing the research project; and prior to 
beginning the questionnaire, the employees reviewed and signed the informed consent form.  
The questionnaire was seeking information regarding foodservice employee readiness in relation 
to technology, including, but not limited to the diet office software. 
Questionnaire content. 
 The questionnaire included 48 questions divided into four sections. The first section 
consisted of 10 questions related to technology readiness known as the Technology Readiness 
Index 2.0 (TRI 2.0) (Parasuraman & Colby, 2015).  The original TRI was comprised of a 36-item 
scale designed to measure individuals’ inclination to embrace and use new technology. Because 
of the authors of the index insights from use of TRI 1.0 and changes in technology since the 
introduction of the TRI the authors decided to update and streamline the index.   
Through a two-phase process, the authors designed the TRI 2.0.  The initial phase was an 
exploratory phase seeking feedback from users of TRI 1.0; analyzing the feedback the authors 
reformulated some of the scale items as well as added new items.  During the second phase a 
mail and online survey of the proposed technology readiness statements were sent to a cross-
section of adults ages 18 and over, living in the United States.  Through analysis, 16 items 
representing the four technology dimensions of optimism, innovativeness, discomfort, and 
insecurity were identified and used to develop the TRI 2.0.  The TRI 2.0 is designed to measure 
the inclination of individuals to adopt and embrace technology at home and at work 
(Parasuraman & Colby, 2015). There are two versions of the TRI 2.0, a 16-item scale and a10-
item scale versions.  Both versions of the TRI 2.0 are considered reliable measures of 
Technology Readiness.  The value of the Cronbach’s alpha for the 10-item index has been 
reported as .808 (Colby & Parasuraman, 2016). The 10-item scale version was chosen to shorten 
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the length of the questionnaire and encourage full completion.  The 10-item index is designed to 
measure overall technology readiness rather than the four technology dimensions. The questions 
were used with permission by Parasuraman and Rockbridge Associates, Inc. (Appendix F).   
The second and third sections had 31 questions combined.  Questions were adapted from 
previous research as well as new questions related specifically to this study.  The second section 
focused on technology usage in general, while the third section of the questionnaire was specific 
to the software being adopted.  A scale developed by Moore and Benbasat (1991) measuring 
perceptions of information technology adoption was used. Of the 31 questions, 10 questions 
were centered on the Moore and Benbasat (1991) scale.  The Moore and Benbasat (1991) scale 
was based on the five characteristics of innovation identified by Rogers (1995, p. 16) and his 
diffusion of innovation work.  The five characteristics are: “relative advantage, compatibility, 
complexity, observability, and trialability” (Rogers, 1995, p. 16).  Moore and Benbasat (1991, p. 
195-196) added two additional constructs: 1) “voluntariness of use which is defined as the degree 
to which use of the innovation is perceived as being voluntary or of free will” and 2) image 
which is defined as “the degree to which use of an innovation is perceived to enhance one’s 
image or status in one’s social system.”  The scale developed by Moore and Benbasat (1991) was 
used in three field tests in which validity and reliability of the scale were demonstrated.   The 
Cronbach’s alpha values for the studied constructs of Moore and Benbasat’s (1991) scales 
ranged from .71 (trialability) to .90 (relative advantage). 
A scale developed by Davis (1989) to measure “perceived usefulness, ease of use, and 
user acceptance of information technology” was reviewed.  One item was adapted for the survey.  
Seven of the survey questions combined the work of Moore and Benbasat (1991) and Davis 
(1989).  Davis (1989) pre-tested his survey for content and validity.  Cronbach Alpha for the 
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Davis scale measured .97.  Following the pretest, the survey was tested in two studies consisting 
of 152 users and four application programs.  One questionnaire item measuring perception of 
technology was adapted from Boettger (2009).  The questionnaire include 12 new questions 
specific to this research.  Using a five point Likert-type scale, a series of statements were 
presented to the participants who rated each statement.  The five point Likert-type scale included 
the choices: strongly disagree, disagree, neutral, agree, and strongly agree.  If a participant did 
not believe a particular statement pertained to them, they had the option to choose not applicable.   
 The fourth section of the survey consisted of five questions designed to gather 
demographic data.  Demographic information included participant gender, age, education, job 
title, and work experience.   
Questionnaire data analyses. 
 The questionnaires were coded and responses entered into SPSS software version 24 for 
analysis.  Descriptive statistics, including frequencies, means, and standard deviations were 
computed.  Cronbach’s alpha reliability on parts two and three of the questionnaire measured 
0.912.  Questionnaire results not reported in Chapter Four or Chapter Five are found in Appendix 
G. 
Interviews 
 In-depth, responsive interviews with key informants were conducted to gather 
information related to the implementation of the specialized foodservice software into hospital 
foodservice departments.  An interview guide was used during all of the interviews.  The 
interviews ranged from 20 minutes to one hour in length depending on who was being 
interviewed and number of interruptions during the interview.  Interviews included main 
questions, follow-up questions, and probes.  The main questions were based on the research 
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questions of this study and are the core of the interview.  Follow-up questions explored the 
answers to the main questions in an effort to gain clarification and more understanding.  Probes 
such as comments, gestures and questions were used to manage the conversation (Rubin & 
Rubin, 2012; p. 118). 
Interview sample selection. 
 Individuals involved in the implementation of the software, or who directly use the 
software, were interviewed.  Purposeful sampling, as recommended by Tracy (2013), was 
followed. The PI intentionally chose data sources that fit the goals, research questions, and 
purposes of the research study.   A sample consisting of foodservice department directors, 
clinical dietitians, supervisors over the diet office, and diet clerks participated.  
Supervision of the diet office may be the responsibility of an independent position or it 
may be the responsibility of the foodservice director or a clinical dietitian.  Clinical dietitians are 
registered dietitians who oversee the nutritional well-being of the patients within the hospital, 
and interact with diet office personnel on a routine basis.   
The PI had a professional relationship with the foodservice directors at the five chosen 
facilities.  Arendt, Roberts, Strohbehn, Ellis, Paez, and Meyer (2012) indicated that building and 
using previous relationships to gain access to conduct interviews in the foodservice industry, was 
important; as is honoring the chain of command when seeking entrance into the department and 
access to employees.   
An initial phone contact was made, by the PI, with the foodservice director introducing 
the research study.   Following a positive response, an email detailing the purpose of the research 
and interview procedures was sent to each director (Appendix H).  A contact list of employees 
eligible to participate was requested from each director. Three of the directors provided emails 
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for the clinical dietitians to the PI.  An email to those clinical dietitians (RDs) outlining the study 
and asking for their participation was sent (Appendix I).  Interview dates and possible times for 
the directors, RDs, and supervisors were set up through email communication prior to the PI 
coming on site.  Due to the nature of the work environment in hospital foodservice, the PI was 
flexible in the scheduling of interviews thus several interviews were worked into the workdays of 
the participants.   
Most diet office employees (DC) do not have, or often do not use, an employer based 
email except for internal communication.  DC interviews were set up by the PI while on site. 
Communication to the diet clerks regarding interviews, and research purpose was initially 
through their department director.  The PI discussed the interview proceedings with the diet 
clerks during her first day in each foodservice department and set up times to conduct interviews.  
The PI was onsite for a minimum of two days in each department 
Interview content. 
 An interview guide was developed for each position category of employee job title to be 
interviewed.  A semi-structured interviewing format was used.  Preplanned questions in a 
defined order were asked during the interview.   Based on the answers, follow-up questions were 
asked of the informant to probe deeper, while working to keep the topic of discussion focused 
(Rubin & Rubin, 2012).  All interviews began with an introduction of the PI, discussion of the 
purpose of the study, and obtainment of informed consent.  As recommended by Tracy (2013; p. 
146), expectations regarding the interview were set, such as time expectations and how the 
interview would flow.  The initial set of questions were designed to help build rapport between 
the interviewer and interviewee; such questions asked about experience or facts. These questions 
typically were easy for the informant to answer, the informant feels knowledgeable, and 
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hopefully gained a level of comfort with the interviewer (Tracy, 2013; p. 147).  All interviews 
ended with a “catch-all” question.   For example, the final question for the RD interviews was 
“Are there any additional comments or information you feel is important for me to know about 
the changes in the diet office and [the software]?”  This provided an opportunity to add any 
information the interviewee deemed important (Tracy, 2013; p. 151).    
 Interview guides per job title. 
 Food and nutrition services (FANS) director interview (Appendix J). 
 The FANS director interview guide was made up of 37 questions.  The questions were 
grouped into four areas of discussion.  The first section was comprised of six opening and 
background questions.  The second was comprised of three questions pertaining to the pre-
implementation of the software.  Five questions regarding the implementation phase made up the 
third section.  The fourth group of 23 questions asked about department operations since the 
implementation and in the future.   
 Diet office interview (Appendix K). 
The diet office interview guide was made up of 37 questions.  The questions were 
grouped into four areas of discussion.  The first section was comprised of four opening and 
background questions.  The second section was five questions pertaining to the pre-
implementation of the software.  Five questions regarding the implementation phase of the 
software made up the third section.  The fourth group of 23 questions was in regard to operations 
since the implementation and in the future.   
 Supervisor over diet office interview (Appendix L). 
The supervisor over the diet office interview guide was made up of 36 questions.  The 
questions were grouped into four areas of discussion.  The first section was comprised of five 
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opening and background questions.  The second section is four questions pertaining to the pre-
implementation of the software.  Five questions regarding the implementation phase of the 
software make up the third section.  The fourth group of 22 questions were related to operations 
since the implementation and in the future. Those questions specifically related to the informant 
being an RD and were not asked of the diet office supervisors who were not RDs.  
 Registered Dietitian interview (Appendix M). 
 The RD interview guide was made up of 25 questions and was grouped into four areas of 
discussion.  The first section was a series of five open-ended questions designed to open a dialog 
between the interviewer and the informant with easy, general, information gathering questions. 
The second set of questions related to the pre-implementation phase of the software 
implementation.  This section had three questions.  The third section of the RD interview 
protocol had four questions and related to the actual implementation period or “Go-Live” of the 
software implementation.  The fourth section of the interview protocol had thirteen questions 
with inquiries about post-implementation and the current use of the foodservice software.  The 
Registered Dietitian interview guide was followed when interviewing Registered Dietitians 
working in a clinical role. 
Interview procedures. 
 Before beginning interviews, all participants were asked to complete a consent form.  All 
interviews took place at the participants’ place of work.  Interviews were conducted privately 
one-on-one with care taken to maintain confidentiality of the information exchanged between the 
interviewer and interviewee.  Due to the nature of hospital foodservice, interviews, especially 
some of diet office staff interviews, were conducted as participants continued with their work 
duties.  Questions were asked between tasks as time permitted.    
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The PI was seeking to understand and interpret what each informant was saying and 
through the process clarified information that was not clear as well as probed deeper into what 
was being discussed as a means to gain a better understanding of responses.  Detailed informant 
responses are essential in order to achieve complete understanding and can be achieved through 
follow-up questions and designing questions that probe the step-by-step processes on an 
important event (Tracy, 2013; p. 69). 
Interview analysis. 
 All interviews were audio recorded.  Following each interview the PI recorded her 
interpretation, thoughts, and feelings as a part of her field notes.  Each interview was 
professionally transcribed.  Field notes were not transcribed but were used as a resource during 
analysis and reflection.  The PI had previous experience in qualitative interviewing techniques, 
data collection, and analysis prior to beginning the study. 
 A professional transcriber was used to transcribe each interview.  The transcriber signed a 
confidentiality agreement.  After each interview was transcribed, all the interviews were initially 
read.  The transcriptions were reviewed and fact checked, meaning the PI listened to the audio 
recording and read the transcript simultaneously for accuracy (Tracy, 2013, p. 180-181).   
After the initial reading and accuracy check of each interview transcript, the transcript 
was reread and coded.  As the transcription was read, segments of the transcript were coded 
based on what the informant was conveying.  The transcripts were reviewed after the first coding 
for correctness and clarity.  This process was repeated for each interview transcript.  After 
coding was completed, the coded transcripts were analyzed and a code book initiated (Tracy, 
2013, p. 190-191).  Codes were categorized and emerging patterns and themes identified 
(Appendix N) (Miles, Huberman, & Saldana, 2014, p.70-89).  All 27 interviews were 
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individually read and coded by the PI, the major professor, and a third qualitative researcher.  
Results such as the three reviewer’s codes and themes were discussed and analyzed for 
similarities and disagreement.  Discussion regarding the coding process was verified and analysis 
of the codes and themes agreed upon. 
Following the protocol for validating data, as described by Lincoln and Guba (1985), 
interview participants were recruited to review the finished transcription data for their individual 
interview and the researchers’ interpretation of the data.  Of the 27 interview participants, ten 
participants took part in the verification process.  The PI and each participant reviewer discussed 
either face-to-face or through email the content of the transcripts and the PI’s written 
conclusions.   
Role of the Primary Investigator 
As the PI, I am a Registered Dietitian and spent 19 years as a hospital Food and Nutrition 
Services Director of a medium sized community hospital that is part of the same hospital system 
in which the participants were recruited.  The gatekeepers for this research were peers of mine 
whom I have known from a few months to several years.   The foodservice department I was 
director of had invested in diet office software during the first two years I became director.  It 
was a challenging transition, with much resistance from the employees at the time.  There was 
support from the software company, but minimal support or available information from other 
hospitals.  
Potential bias related to this research may come from my belief that the diet office is the 
center of hospital kitchens and drives the success or failure of the foodservice department, 
particularly for patient foodservices.  However, a diet office affects other areas of the kitchen, 
especially in smaller departments.  Diet clerks go through extensive training and are valuable 
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human assets in the kitchen.  They need to be appreciated and helped through stressful events, 
such as a complete change in their work routine. 
 When conducting interviews, I wore appropriate clothing for foodservice operations, as 
recommended by Arendt, et al., (2012).   This included closed toed nonslip shoes, hair restraint 
as appropriate, business casual clothing, no lab coat, and no clip board.  I did not want to be 
perceived as someone who is an inspector or from a regulatory agency.  I visited with each 
foodservice director, toured their kitchens, observed the diet office and interacted with the staff 
during my time in the departments. 
Pilot Test 
 A pilot test of the questionnaire and interview protocols was conducted at one hospital 
that is part of the division of hospitals being studied, but was not one of the five case study 
hospitals.  Feedback from diet clerks, dietitians, and the director was used to modify the 
questionnaire for clarity and correct a spelling error.  Feedback was also used to improve the 
interview protocols by changing the order of some questions and providing clarification for the 
end users by changing some language in the questions. 
Secondary Data 
 Data collected by the hospitals and hospital system were obtained.  The data spanned a 12 
month period:  six months prior to implementation to six months post-implementation. 
Information collected included: department operations reports (DORs), hospital statistics, patient 
meal counts, department monthly reports, and division level monthly reports.   
Secondary data that were analyzed included food cost per patient day, food cost per 
adjusted patient day, and patient satisfaction data.  Press-Ganey® is contracted by the hospital 
corporation to administer surveys to gather patient satisfaction data.  Press-Ganey® conducts 
96 
 
telephone interviews with a sample population of hospital inpatients on a monthly basis. The 
hospital division’s Press-Ganey® HCAHPS reports included a food quality question and 
measured patient perception.  
Triangulation 
Several sources of evidence were utilized in this research study.  The use of different 
sources allows for data triangulation.  Multiple sources of evidence can provide measures of the 
same phenomenon from differing sources (Miles, Huberman, & Saldana, 2014, p. 299; Yin, 
2009; p.116).  Trangulation also  improved rigor of the research process.  The PI, the major 
professor, and a qualitative researcher each read and coded all of the participant audio interview 
transcripts separately and compare results  (Miles, Huberman, & Saldana, 2014, p. 299).  A 
sample of informants read their transcripts and researchers’ analysis for accuracy. Information 
obtained through observation and field notes was be used to help interpret the data analysis.  The 
PI discussed the data and emerging findings with professionals in hospital foodservice to aid in 
the sensemaking and interpretation of the data (Tracy, 2013, p. 188).   
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CHAPTER 4: CHARACTERISTICS AND PRACTICES INFLUENCING THE 
IMPLEMENTATION OF HOSPITAL FOODSERVICE SOFTWARE 
A paper to be submitted to the Journal of Foodservice Management and Education 
Ann E. Embry & Susan W. Arendt 
Abstract 
 The purpose of this research was to investigate the implementation of specialized hospital 
foodservice software into hospital foodservice departments through a multi-case study design 
including qualitative and quantitative methods.  Five sites were included in the study, 27 
employees involved in the implementation were interviewed and 104 (78.3% participation rate) 
foodservice department employees completed a survey related to technology readiness.  Findings 
included: identification of barriers and facilitators to implementing software, preferred methods 
of training, and necessary communication tools.   Employees of the foodservice departments 
used technology and saw value in the use of technology. 
Key Words: hospital foodservice, diet office, technology implementation, change management 
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Introduction 
Implementing change to achieve excellent quality is vital in current hospital foodservice 
environments (Jacoby & Berger, 2013).  Changes to patient meal services can affect not only 
patient foodservices, but the entire foodservice department (Stein, 2000).  Tools, such as 
specialized software, are available to assist hospital foodservice directors in improving quality 
and efficiency.  Individuals in leadership roles often focus on training and skill building during 
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change; however, employees’ emotional needs should be addressed as well (Atkinson, 2014).  
Common dynamics often present during change that can impact employee emotions include: 
internal political forces, work modifications, emotional responses, uncertainty, and conflict.    
Implementation of an innovation as part of a planned change is most successful when it is 
comprehensive and systematic.  Those involved in implementing are most successful when they 
listen, question, and clarify their concerns at the beginning of the change process (Cameron & 
Green, 2004). Forces that drive change (facilitators) and forces that restrain change (barriers) 
effect implementation of innovations.  Decreasing barriers can help move change along more 
effectively than increasing facilitators (Gregoire, 2013).  Lewin (1964) found that success at a 
group level often facilitates change at the individual level.  Barriers hinder innovation and are 
categorized as cultural, social, organizational, and psychological (Surry & Ely, n.d.).  They often 
stem from employees’: 1) perceptions that the change will decrease their ability to perform their 
job as they envision; 2) concern that they do not possess the skills necessary to accomplish the 
change or 3) feelings of threat due to the change (Ford, Heisler, & McCreary, 2008).   
 There is no specific formula that leads to the successful adoption, implementation, and 
institutionalization of an innovation.  Surry and Ely (n.d.) found a systematic approach and use 
of a change agent to coordinate the steps facilitated success.  Ely (1990) reviewed successful 
implementations in educational technology; identifying eight factors influencing successful 
implementations: 1) dissatisfaction with the status quo; 2) adequate knowledge and skills; 3) 
resources available; 4) time available; 5) rewards or incentives available; 6) expected 
participation; 7) commitment to the implementation; and 8) evident leadership. 
Chustz and Larson (2006) followed the adoption of a policy change in a small rural 
hospital in Louisiana.  The researchers identified four areas for implementation success: 1) the 
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implementation process needs to be planned well in advance; 2) employee accountability to 
implement the new policy is expected; 3) a change agent is present, recognized as the leader, and 
has responsibility to ensure change is occurring; 4) front-line employees affected by the change 
need to be guided throughout the entire process, including post-implementation (Chustz & 
Larson, 2006). 
One change management model is “The 5-P Model”.  The 5-Ps refer to purpose, 
priorities, people, process, and proof.  Ford, Heisler, and McCreary (2008) explained the model’s 
principles as change needs a stated purpose with specific targets identified and prioritized; 
people affected by the change are identified and brought into the process; the process has 
direction, participation, and consultation; finally, proof of what the change accomplished is 
exhibited visibly and believably. Davidoff (2008) discussed the similarities of the SPOT 
(Strategy, Process, Organization, and Technology) change management model with the 5-P 
model. Both models tout the importance of defining a strong purpose and communicating goals 
throughout an organization.  People and processes have an important function in the two models.  
Davidoff (2008) found changes in technology can illicit emotional reactions of those involved in 
the change, even if the innovation is not purely technological in nature. 
 General Managers of hotels within a large hotel company undergoing an innovation 
implementation were contacted by Enz (2012), 53 responded and completed surveys 
investigating techniques used by the general managers.  The varied implementation strategies 
included 26 techniques.  Meeting one-on-one with employees was the tactic that correlated most 
significantly with innovation success (Pearson product-moment correlation r = .434).  Other 
tactics significantly associated with innovation success included the use of rewards (r = .366); 
benchmarking (r = .363); focus groups (r = .344); employee involvement (r = .333); review 
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process (r = .291); trial or experiment (r = .291); and a point person (r = .290).  Popular 
techniques that did not seem to aid in success included the use of an idea champion, staff 
meetings; and informal networking (Enz, 2012).    
An innovation is communicated over time through individuals or channels in a social 
system.  This process is known as diffusion (Rogers, 1995). Four components comprise the 
Diffusion of Innovations (DOI): the innovation itself, the communication channels, time, and the 
social system (Rogers, 1995). In alignment with this process, Davidoff (2008) found successful 
change management starts with a defined purpose and vision.  Communicating the change as a 
positive move for the organization and the employees help reduce resistance (Ford et al., 2008);  
noting it is important to clearly communicate not only what is going to change, but also what is 
not going to change.  Change often ends in failure if the value and essential need for the 
innovation are not communicated to those affected (Ford, et al., 2008). 
 The purpose of this research was to investigate how a significant technological change in 
hospital foodservice was received by employees from various areas of the department and to 
identify what processes helped or hindered the change process during the implementation.   The 
objectives of this study were to:  1) determine diet office employees’ expectations and level of 
readiness for change related to the implementation of diet office software; 2) identify barriers 
and/or facilitators when implementing foodservice software; 3) analyze department employees 
perceptions of communication prior to and during software implementation, and; 4) analyze 
hospital foodservice employees’ attitudes toward the adoption of technology. 
Methods 
Qualitative and quantitative research methods were used (i.e., interview and 
questionnaire).  A multi-case study design was used and followed a single case study 
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methodology; whereby, the same study is conducted at multiple sites (Yin, 2003).  Five hospitals 
were studied in depth; all are part of a healthcare division of 17 hospitals and geographically 
grouped.   
Case Study Overview 
This healthcare division is one of several within a large healthcare corporation.  The 
foodservice departments of the hospitals went through a software implementation; which was 
part of a mandatory division initiative.  The implementation of the software into all 17 hospitals 
was completed over a 12 month period through a two-phased process.  The first phase consisted 
of the adaptation of software for the division.  A customized version of the software was copied 
from another division within the healthcare company.  Customization included: menu items, 
menus, diet orders, diet restrictions, and recipes.  These data were modified by division level 
employees before opening access to the software to the implementation teams at each hospital.  
The customization including inputting patient and cafeteria menus written at the division level, 
additional recipes, diet restrictions and diet orders.   
The second phase of the implementation involved initiating the use of the software at the 
individual hospital sites.  The first foodservice department started using the software in month 4 
of the process and the last division hospital in the sequence started using the software in month 
12.  Pre-implementation training during phase one included webinars and conference calls 
provided by the software company.  A team of foodservice department staff at each hospital was 
selected by the foodservice director to go through the training. The webinars provided 
informational sessions about the software, how to customize the software specific to the hospital 
and how to navigate certain areas of the software.  The sites went through a pre-implementation 
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training and software customization process for three to four months, with a minimum of eight 
training sessions.   
This time frame was used to help the individuals at each site learn the software as well as 
provide time for the sites to input data into the system specific to their foodservice operation, 
such as room numbers, patient tray ticket printing sequence, and menu modifications.  During 
the week in which the initial use of the software in the foodservice department was scheduled, a 
trainer from the software company came onsite to the department and conducted face-to-face 
training with the end users of the software (i.e. diet clerks, clinical dietitians, and foodservice 
directors).  The trainers were present during the first two days of the use of the software to 
troubleshoot and provide guidance for the end users of the software. 
Interviews. 
In-depth face-to-face interviews were conducted with a total of 27 key hospital 
foodservice employees.  Interviewees included eleven diet clerks (DC), three diet office 
supervisors (DO), eight clinical dietitians (RD), and five food and nutrition service directors 
(FSD).  Interview guides were developed based on literature review, the research questions and 
previous experience of the primary investigator (PI).  The guides were reviewed by industry 
experts for clarity and depth.  The interviews consisted of main questions asked consistently 
from interview guides, and follow-up questions designed to illicit more information or to gain 
clarification and improve understanding (Rubin & Rubin, 2012).   
Questionnaires. 
Employees of the foodservice departments were asked to complete a paper questionnaire 
developed to assess technology readiness and collect demographic information.  The ten question 
Technology Readiness Index (TRI) 2.0, developed by Parasuraman and Colby (2015) was used 
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with permission of Parasuraman and Rockbridge Associates, INC.  The TRI 2.0 is a group of 
questions designed to assess individual’s readiness to adopt technology in their professional and 
private lives.  A five-point Likert-type scale was used with 5 = Strongly Agree and 1 = Strongly 
Disagree. Five demographic questions were examined. 
Questionnaires were distributed by the PI directly to the participants during their work 
day.  A total of 141 employees were working while the researcher was onsite at the different 
hospitals. Each participant signed an informed consent before completing the questionnaire.  At 
each site the FSD made a short announcement regarding the researcher’s presence, the researcher 
stated her research objectives, explained that participation was voluntary and explained the 
questionnaire.  The questionnaire intentionally had positively and negatively phrased questions. 
Questionnaires were distributed to employees at meetings held within the department or were 
hand delivered by the PI to each potential participant.   
Pilot Study     
A pilot of the study was conducted at a hospital foodservice department undergoing the 
division initiated software implementation, but was not one of the five case study hospitals.  The 
interview guides for the clinical dietitians, and diet clerks were pilot tested.  The pilot test site 
did not have a foodservice director or supervisor of the diet office in place at the time of the pilot 
test.  The pilot allowed the primary investigator (PI) to test the interview questions and practice 
conducting semi-structured interviews.  Minor language modifications to questions were made 
secondary to the pilot test. 
The 10 employees participated in the pilot test of the questionnaire.  The pilot results 
were used to modify the demographic section of the questionnaire and provided procedural 
insight which helped the PI in the future administration of the questionnaire.   
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Data Analysis 
 Interviews were recorded, professionally transcribed, and verified.  Three researchers 
independently read and analyzed all 27 transcripts.  Using cross-checking, as described by 
Creswell (2009), each researcher identified codes which were then grouped into categories and 
over-arching themes were identified.  Following the process recommended by Saldana (2009), 
the analysis of transcripts, including identified categories and themes, were discussed between 
researchers with consensus reached.     
 Member checking was completed with ten of the 27 interview participants contacted 
post-analysis of the transcripts to review researchers’ interpretation and accuracy of the 
individual transcripts.  Each contacted interview participant validated the accuracy of their 
transcript and agreed with the interpretation of the interviews as recommended by Creswell 
(2009) and Maxwell (2013). 
Survey responses were entered into SPSS statistical software version 24 for analysis.   
Demographic information of participants is shown in Table 2.  The means (M) and standard 
deviations (SD) for each of the ten TRI 2.0 questions are provided in Table 4.   Cronbach’s 
alpha, a test for internal consistency, was calculated at .741.  Cronbach’s alpha value above a .70 
is considered to have “modest reliability” for surveys in their early stage of use (Connelly, 2011; 
Nunnally & Bernstein, 1994).  The TRI 2.0 10 item scale was introduced less than two years ago 
(Parasuraman & Colby, 2015). 
Results and Discussion 
A total of 27 interviews were conducted at five hospitals; over 92% of the participants 
(i.e., 25) held positions during the entire implementation process.  Foodservice department 
employees at all five hospitals were asked to take a survey related to technology adoption.  A 
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total of 108 surveys were returned to the investigator, five surveys were not used as two of the 
surveys were not completed and three surveys has the same answers for every question.  A total 
of 103 surveys were analyzed. 
Expectations and Readiness 
 The expectations and readiness of employees for the software were influenced by their 
prior knowledge of diet office software, previous experience with computers, and training 
received.  Many participants indicated that seeing the software operating in another diet office, 
prior to their hospital’s implementation, would have been helpful.  None of the FSDs visited 
hospitals that had previously adopted the software.  Site 1 and Site 3 were very early in the 
sequence of the software implementation, thus their opportunity was limited.  Sites 2, 4, and 5 
were in the middle or toward the end of the implementation cycle (months 3 to 8) and therefore 
would have had opportunity to visit other sites but did not. 
While some interview participants indicated a range of expectations from positive to 
negative, other participants indicated no preconceived expectations or had given no thought to 
the software and its effect on their work life.  Several participants stated they were “looking 
forward” to the software.  Common themes included expected: ease of use of the software, less 
manual work, and the software completely programmed and ready-to-go.  DC6 stated “I think 
that originally…perception was that it was gonna eliminate a lot of clerical work.  Well, it 
doesn’t eliminate it.  It just shifts it.”  Participants did acknowledge they expected issues related 
to change and that there would be a “learning curve” related to the new process.  Others did not 
envision how the software was going to affect their daily duties. “I don’t know if it made me feel 
like it was gonna change my job” stated DC5.   
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 DC5 actively sought information related to the software prior to the implementation 
process.  During the interview DC5 stated, “As soon as I…heard that we were… lookin’ into (the 
software), I called the company…and I said, ‘Is there any, any resources I could find to see how 
it works?’” 
 Self-perceived readiness of the diet office employees varied from “somewhat” ready to 
“very” ready and was influenced by training.  Repeatedly during interviews, the DCs discussed 
needing more hands-on experience with the software, or wanting to observe the software in use 
at another facility prior to their hospital’s implementation.  DC6 illustrated this request, “It’s 
easy to send somebody a video, have somebody train, but I think someone should go to a 
hospital that uses it and see it (in use)”.  FSD3 further explained, “Any kinda technology, it’s 
good to play around with it before…it’s real”; and  DC9 stated, “I wish we coulda had like 
maybe two, three days before we went live (with the software)…just that one day (of classroom 
training), I felt that wasn’t long enough.”  Readiness for the software was also influenced by the 
employee’s comfort level with computers. DC8 discussed her trepidation, “The computer.  I’m 
getting into it.  I don’t have one at home, but I’m learning.”  Along these same lines DC7 stated, 
“The only thing I worried about was being able to do it, (I’m) not computer savvy.” 
 Two department directors discussed that they had to remove individuals who were diet 
clerks prior to the software implementation into different departmental roles post-
implementation. The employees were not able to effectively use the software and perform the 
modified diet clerk duties.  FSD5 stated, “We had a diet office staff that just couldn’t cut it 
anymore and they’ve worked in the diet office for years.”  
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Barriers and Facilitators 
 Participants were interviewed regarding specific items they felt impacted the 
implementation of the software.  A list of ten barrier themes and nine facilitator themes were 
identified (see Table 1).  The barriers identified through the analysis of the interviews were: a 
poorly defined vision; a lack of support such as tools, resources, and staffing; a skills and 
knowledge deficit of diet office staff; the implementation timeline; the software programming; 
equipment issues including a lack food preparation equipment and technology equipment issues; 
employee emotional barriers; the functionality of the software program; issues with the 
standardized menu programmed in the software and specific barriers due to previous 
departmental operations. 
 Identified facilitators to the implementation of the software were: recognized leadership, 
a commitment to the hospital patients by the foodservice department staff; instances of 
motivating the employees through cheerleading, providing inspiration; the engagement of 
registered dietitians in the process; awareness of the departmental staff that the process was 
going to be challenging; employee characteristics; the ability of the diet office staff to learn; and 
tools and resources provided to help with the process. 
Communication 
 Effective communication during a large project or change is a necessary component to 
make the transition less stressful for employees of the department and results in a more accepted 
and successful implementation (Van den Heubel, Demerouti, Bakker, & Schaufeli, 2013; 
Gregoire, 2013).  When interviewed, most participants indicated both positive and negative 
aspects related to the communication provided.  Having a vision and a true picture of the 
implementation process is cornerstone for successful change management (Davidoff, 2008).  
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DO3 expressed a need for a vision stating, “Hey, give me the big picture so I can share my big 
picture with everyone.”  Participants were asked why they thought the software was 
implemented.  Answers ranged from patient safety, improved working conditions, to cost 
savings.  The range of answers illustrated the lack of a cohesive plan or vision or, at minimum, 
the lack of communication regarding the plan or vision.  The FSDs were under pressure to lead 
this change and continue to perform the daily functions of the foodservice department 
uninterrupted.  FSD3 explained “The reality of it is you have to answer to whole levels of 
people, first and foremost your patients.  Second your nurses.  So it was that immense pressure 
that was put, and then your CEO’s asking ‘what the hell’s going on in dietary’.”  A well-defined 
vision with expected outcomes can help the department leadership teams answer the questions 
being asked of them by their employees and stakeholders. 
Motivational communication was noted during several interviews.  The leaders of the 
departments often acted as cheerleaders and provided motivational words to their employees.  
FSD3 stated, “Publically, I was a cheerleader because, for better or worse, it is what we were 
changing to and it is better to get behind it and push it instead of have it run you over.”  FSD4 
motivated by being available, “I tried to answer all their questions.  Tried to calm any fears.”  
DC6 motivated fellow diet clerks by stating, “AHHH, We’re gonna do this for a couple of 
weeks.  It’s gonna be hectic but we’ll get through it”.  FSD3 explained that a Clinical Dietitian 
provided motivation to him by acknowledging that “(clinical dietitian’s name) was basically my 
safety blanket.  Like anything I don’t know, she…was just there to say, ‘You won’t look like a 
fool.  It’s OK.’”   
A void that was noted by several of the FSDs was that their input was not solicited by the 
hospital division leaders.  FSD4 stated, “If we coulda had some input on that (the software data 
111 
 
build) it woulda helped.”  And FSD3 indicated, “It’s better to know that you’ve been heard.”  
These statements indicated the directors wanted to be heard, have their ideas considered, and to 
provide input to this project that was going to significantly impact their departments.   
Participants thought that there was enough communication regarding the forewarning of 
the change to the software.  RD4 explained “…the communication was fine, you know, as far as 
what was gonna happen and how it was gonna happen.”  RD2 elaborated “we had plenty of 
foreknowledge...that it was coming.”  However, many participants believed they were not 
adequately informed about the details and where the software was in functionality related to the 
programming of the software at the division level.  DO2 illustrated this in her comment, “We 
copied the (division) menus.  No one actually sat down and said, ‘OK, this is what we’re gonna 
do.” D5 agreed that the communication on how to customize the software was for the individual 
site not clear “It’s like they didn’t communicate like, ‘This is a room service menu so don’t keep 
all of these,’ so I was goin’ and deleting all these things, and then like, ‘OK, well, we need a 
salad option, we need a… (communication regarding) using the program kinda was a little 
muddled.” 
 Ford et al. (2008) found that information or aspects of the change that may have negative 
impact, must be handled transparently and directly.  In many interviews, participants discussed 
the issues with the software build of the data and that the program was not finished prior to 
implementation.  The need for the users of the software to know where the software was in the 
data build became evident during the interviews. The end users because they were unaware of 
the issues with the completeness of the software build had added stress and there was pushback 
from the sites to division regarding the software.  FSD3 explained, “If I know something isn’t 
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perfect right off the bat, that’s ok.  I can deal with it.  But if there’s no warning shot, and it’s just 
boom, this lands in your lap, that causes problems.” 
Several of the participants discussed the need for a more defined implementation process 
and tools to help improve the process.  DO3 wanted more visuals and outlines of the 
expectations of the implementation.  She stated “I would’ve done more like visuals to say ‘This 
is the expectations today.  This is the expectations we’re gonna be doing the next day.  And this 
is the next.”  DO2 agreed and stated she would have liked to have had a step by step plan; “This 
is how it’s gonna be done.  And it shoulda been laid out step by step.” 
Training  
In the interviews with the participants regarding training, the webinars were often noted 
as ineffective.  RD8 illustrated this, “It was good to have those conferences calls (webinars), but 
a lotta what you learned on the conference calls, you couldn’t process it at first because you 
didn’t even have any basis for knowing what they were telling you at the moment.”  FSD4 adds, 
“We did a lot of online training sessions.  I think if we had known more information and 
understood more, had better explanations about stuff, about creating all these modules and stuff, 
I think if we’d had some more information on that, it woulda helped too.”   
The training was perceived as fragmented and difficult to assimilate. DO3 quoted, “They 
explained very small bits and pieces of the program, and never really gave a big picture 
overview.”  The FSD4 explained, “The training we got was good, looking back on it, but when 
we were getting the training we weren’t sure how we were gonna apply all of it.”  At the end of 
the training FSD4 commented on the confusion felt by him and his staff.  “It was just like ‘ok, 
this is a training.  We’re done.  I don’t even know what I’m doing yet so…”   FSD2 stated “there 
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was a lotta stuff I felt like they coulda told us prior to (implementation day).  So it was like a hit 
and miss situation.” 
Being sensitive to the audience was an aspect of the webinar trainings that appeared to be 
an issue.  When undergoing a change, communicating messages with sensitivity to the receivers 
is essential for effective communication (Gregoire, 2013).  Several interview participants 
indicated that the webinars were not developed for those receiving the web-based training.  
FSD5 elaborated, “I still felt like the webinars were more sales pitches than ‘this is how it’s 
really gonna work.’” 
The face-to-face training was seen as beneficial by almost all interview participants.  This 
was the preferred method of the training offered and was seen as very helpful.  Participants 
recommended the training be extended, ranging from adding one additional day to extending 
training to a work week.  The participants also wanted training to include more problem solving 
and covering unusual situations.  DO2 explained, “I just wish we would’ve had more time with 
the trainer.  I think that would’ve been very beneficial.”  FSD2 added “Once you have a good 
week of trainin’, then test everybody to see what they know.”  DC11 believed she didn’t have 
access to the software trainer for long enough, “We really didn’t get to ask as many questions 
that we needed answered…it just felt like a rush job.”  FSD3 stated, “They had not enough 
practical time with someone standing there to troubleshoot questions.”  Momoh, Roy, and 
Shehab (2010) noted poor or incomplete training was noted as a barrier to effective change and 
that appears to be illustrated in this study given the webinar training, and to some extent the 
overall training process, was perceived to cause issues and hinder the implementation process. 
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Technology Adoption Attitude 
 The survey respondents indicated they were not early adopters of technology within their 
circle of friends (M = 2.69; SD = .95).  Respondents did agree with the statement that 
‘Technology gives me more freedom of mobility’ as well as ‘I keep up with the newest 
technology in my areas of interests’ (M =3.80; SD = .69) and ‘technology makes me more 
productive in my life’ (M =3.74; SD = .88).  Results indicate the hospital foodservice employees 
see the benefits associated with technology and take interest in technology but do not adopt 
technology immediately.   
Conclusions and Applications 
This study investigated the effect of the implementation of specialized hospital 
foodservice software on hospital foodservice department staff.  Automation was perceived by 
most of the research participants to be a positive change for the departments, yet there were 
issues and concerns regarding current use of the software as well as the implementation process 
itself. 
One theme that became evident was the need for leadership and a vision.  The perspective 
of who should provide that leadership was influenced by whether the employee was a front-line 
employee or an employee with supervisory responsibilities.  Foodservice department directors, 
some clinical dietitians, and diet office supervisors looked to division leaders, to provide 
leadership and guidance.  Diet office clerks looked to their immediate supervisors.  As Davidoff 
(2008) indicated, a strong purpose and vision is the beginning of successful change.  Clear and 
concise communication of the vision becomes the starting point for implementing change in 
hospital foodservice.  Educators of future foodservice professionals need to discuss the purpose 
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of a well-defined vision and illustrate the impact a poorly defined vision can have to when 
implementing innovation.   
Communicating the process and expectations is as important as who is delivering the 
message.  In this case study, employees looked for guidance from their direct supervisors, so 
providing the information and giving the tools to supervisors to communicate the process is 
essential.  Though one diet clerk pressed the point that too much information could have resulted 
in the diet clerks having more fear, being transparent and upfront with information related to the 
implementation is important.  The diet clerks did want a step by step guide to the implementation 
and use of the software.  Keeping in mind the audience receiving the information and what is 
pertinent to them would be beneficial.  Educators of future foodservice leaders could discuss and 
simulate the process of releasing information to employees in a way that provided information 
needed, but did not overwhelm or increase stress or fear. 
All stakeholder groups, directors, dietitians, and diet office supervisors emphasized the 
need for a systematic plan and the need for the “big picture” of what this implementation was 
going to provide, do, and how it would change the diet offices and departmental operations.  
Though this was a software change in the diet office, it was noted that the software impacted 
patient trayline operations as well as food preparation.   
For large projects, tools and processes need to be in place to help those implementing the 
change feel progress is being made as well as provide a method to help those involved in the 
implementation keep up with the processes scheduled and those already completed.  Because the 
software company is the expert in the implementation of their software, many of the tools should 
be developed and provided to the customers by the software company.   In negotiations with the 
software company, a foodservice professional should actively seek detail regarding the training 
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methods and tools available to facilitate the implementation process.  Educators of future 
foodservice leaders could consider assignments that help students learn how to manage the 
process of implementing change including developing and analyzing tools and timelines to assist 
in the process and identification of skills needed by those involved.   
Another finding was the need for directors and leaders of the departments to have input 
into what was going on as part of the software build.  The directors wanted to know how the data 
was built and wished for a more collaborative approach toward the setup of the system.  
Foodservice leaders must be confident to stop a process they feel is not beneficial or does not 
reflect the needs of their department.   
All five of the sites were unique including the knowledge of the staff and the equipment 
available in each department.  It became apparent that each site had unique challenges related to 
overall staff knowledge and computer skills as well as available equipment.  Site 1 had 
challenges in preparing some menu items because they did not have a grill or steam kettle.  Sites 
2, 3, 4, and 5 all indicated that the lack of computer skills of some of the DCs was a barrier that 
had to be overcome.  Sites 3 and 5 both indicated the nutritional knowledge base of the diet 
clerks had to be elevated due to the automation of the diet office, thus the skill level of the diet 
clerk position changed.   
One challenge with a universal implementation is providing a product that works for 
many different environments.  Communicating what processes that are part of the change that 
can be modified and what area that cannot be modified is important to define prior to 
implementing, if possible.  Educating future foodservice leaders of the management skills that 
allow individuals to see the whole picture of a large project and learn to foresee potential issues 
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to maintain project progression will prepare them for changes that are likely to occur at various 
work sites. 
 This study had limitations.  The study took place in five for-profit hospitals undergoing a 
mandatory implementation of specialized software.  The hospitals belonged to one corporate 
division within a healthcare corporation.  This study did not include non-profit hospitals or 
foodservice departments going through an implementation of the software in which the decision 
to implement was made at the hospital level.  The study followed one type of software 
implementation, there are other software programs available for the automation of diet offices.   
Thus the findings may not be generalizable to all hospital foodservice software implementations. 
However, this in-depth investigation into the impact of specialized hospital foodservice 
software implementation on foodservice staff members is unique.  As the use of computers, 
mobile devices, additional software platforms, and automated equipment in foodservice 
operations becomes more common place, recognizing and managing the process of 
implementing these changes is a needed skill set of foodservice professionals.  The lessons 
learned through this case study can be used to educate current and future leaders. 
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Table 1 Identified Barriers and Facilitators to Software Implementation 
Themes Illustrative Quotations Themes Illustrative Quotations 
Barriers  Facilitators  
Poorly 
Defined 
Vision 
      
 
 “you’re talking about… 
registered dietitians who know a 
lot about food, who know a lot 
about how tray service…But I 
feel like we had no clue, really, 
what it was gonna be like until the 
moment that it happened.” (RD8) 
 
“(needed) somebody driving the 
bus that had been through it 
before (implementing the 
software)…I mean they didn’t 
have the whole picture.” (FSD1) 
Leadership 
     
 
“Director tried to make me as 
comfortable as possible” (DC11) 
 
“I was super happy that we had 
already planned on it ourselves 
(staying to help the diet office)” 
(FSD3) 
Lack of 
support, 
tools, 
resources, 
staffing 
“What are renal’s supposed to get 
this meal?...if we had…a diet 
manual that had all of the, must 
have all of the basic diets and 
what exactly they’re supposed to 
get at each meal each day.  We 
did not have that.” (DC2) 
 
“They didn’t fix it quick enough 
for us…I don’t know how many 
hospitals went online all at the 
same time, but she said there’s 
one person at (division to) handle 
it” (DC6) 
Commit-
ment to 
patients 
“taking care of people (patients) and 
makin’ sure that they’re happy” 
(DC2) 
Skills, 
Knowledge 
 
“We had a diet office staff that 
just couldn’t cut it anymore and 
they’ve worked in the diet office 
for years.” (DO3) 
 
“You have some people in our 
kitchen who are not the strongest 
when it comes to literacy.” (RD5) 
 
“The biggest challenge in the diet 
office are their (diet clerks) 
clinical knowledge of the diets.” 
(RD5) 
Cheerleadin
g 
“make everybody comfortable and 
say ‘Look, we can do this! It’s not a 
big deal.’” (DO2) 
Implement-
ation 
Timeline 
     
 
“Well, we didn’t, it wasn’t going 
live with (hospital software) until 
four days before we went live so I 
couldn’t test the (software) to see 
what it was doing.” (RD5) 
Registered 
Dietitian 
Engagement 
“when this system went into play, I 
was workin’ on the line.  I was 
washin dishes.  I was answering the 
phone.  I was callin’ the patients, 
taking orders from my desk.” (RD8) 
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Table 1 continued 
Software 
Build 
     
 
“Don’t try to take somebody 
else’s menu and try to go 
live…We serve different stuff.” 
(FSD1) 
 
“At one point…it (software) was 
just addin’ rolls or slices of bread 
to the diabetic cause that was the 
first thing it found.” (RD4) 
 
“this menu is a bit more liberal, it 
seems, so that’s been kinda hard 
for us just because we knew this 
person couldn’t have this thing 
before and now the software says, 
‘oh, it’s ok if it fits and everything 
else.” (DO2) 
Awareness “I was really excited.  I thought that 
it was great.  But I knew that there 
would be some struggles…”(DO2) 
Equipment 
Barriers 
     
 
“I have old eyes…so I’ve 
gotta…and the diet office 
supervisor fixed it where I can see 
closer, the screen is bigger.” 
(DC8) 
 
“The grilled chicken on a bun.  
Oh, that’s the disaster because we 
have no grill here, so we have a 
chicken breast that’s been cooked 
in the oven that looks terrible.” 
(FSD1) 
Managing “I did have help (from the 
supervisors), like a little…more of a 
week that someone was with me.” 
(DC8) 
Emotional 
Barriers 
     
 
 “I was like, “Oh my God, I’m 
never gonna get this.’ But as I 
was doin’ it…actually doin’ it, it 
just came natural.” (DC5) 
“I was so nervous.  I was just 
nervous, I wasn’t gonna get the 
hang of it.” (DC11) 
 
 “As much as we hated circling, 
doing everything by hand, we 
know that worked.  Just kinda 
everyone’s like ‘OK, we’ll trust in 
your program,’ was probably the 
hardest thing for most people.” 
(DC6) 
Employee 
Character-
istics 
“a certain percentage of ‘em 
(employees)…were super excited 
because they got it.  And those are 
my real high performers.  They 
knew that it would overall improve 
our patient care.  So, you know, for 
the folks who had their head where 
I would prefer all of us to be…they 
were excited”( FSD3) 
 
“If you don’t hop on board, you’re 
gonna get left behind.” (DC4) 
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Table 1 continued 
Software 
Function 
 
“You can have bacon for 
breakfast, but if you want a bacon 
burger for lunch, it doesn’t let you 
offer it…We have patients that 
want breakfast for lunch which is 
doable…we can’t put it in.” 
(DC3) 
 
Ability to 
Learn 
“Once you get it, you got it.” 
(DC11) 
 
“One of our diet clerks that is our 
strongest that understood the system 
best ‘cause she just kinda had the 
mind where ‘Oh, this is what it’s 
thinkin’ this is why I need to change 
it.’” (RD5) 
Menu 
        
 “I understand that (using a 
standard menu), but there are 
aspects that we just aren’t able to 
do in our facility.” (DO2) 
 
“We had somethings that were 
just like ‘Why is this on this 
menu?’ We still have some kinks 
that we still work through daily.  
Just odd things that show up on 
menus.” (DO2) 
Tools 
/Resources 
“She (software trainer) gave us like 
sheets to say you do this.  Where 
you get started in the computer.” 
(DC8) 
Department
al Barriers 
     
 
“Take something (diet office 
software) that worked well and 
change it…to me, I didn’t see the 
point.” (RD7) 
 
“If we had (the software) folks 
here for another week maybe, it 
woulda been a much more 
effective, much more calm 
startup.” (FSD4) 
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Table 2  Questionnaire Participants’ Demographics (n = 103)   
Category Frequency (n) Percent (%) 
Age 
     18-20 years old 
     20 – 24 years old 
     25-30 years old 
     31-39 years old 
     40-49 years old 
     50-59 years old 
     Over 60 years old 
 
1 
13 
17 
14 
20 
29 
10 
 
1.0 
12.5 
16.3 
13.5 
19.2 
27.9 
9.6 
Sex 
     Male 
     Female 
 
25 
78 
 
24.3 
75.7 
Highest Level of Education 
    Some high school 
    High school graduate/GED 
    Some college 
    Two year degree 
    Four year degree 
    Master’s degree 
 
2 
41 
23 
10 
21 
7 
 
1.9 
39.4 
22.1 
9.6 
20.2 
6.7 
Years in Current Job Position 
0<1 year 
1-3 years 
4-6 years 
7-10 years 
More than 10 years 
 
20 
17 
10 
18 
37 
 
19.6 
16.7 
9.8 
17.6 
36.3 
Average Hours Worked per Week 
    0-10 hour 
    11-20 hours 
    21-32 hours 
    Over 32 hours 
 
6 
3 
8 
87 
 
5.8 
2.9 
7.7 
83.7 
Job Titleª  
    Cook/Chef 
    Patient Services/Trayline 
    Supervisor/Manager 
    Diet Clerk 
    Clinical Dietitian 
    Cafeteria/Serving Line 
    Cashier 
    Sanitation/Dishroom 
    Department Director 
    Cold Foods Preparation/Salads/Desserts 
    Patient Services Dietitian 
    Diet Office Supervisor 
    Purchasing Coordinator 
    Dietitian Assistant 
 
22 
22 
16 
14 
14 
14 
12 
9 
5 
5 
2 
1 
1 
1 
 
21.4 
21.4 
15.5 
13.6 
13.6 
13.6 
11.7 
8.7 
4.9 
4.9 
1.9 
1.0 
1.0 
1.0 
ª Participants were able to choose more than one job title. 
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Table 3 TRI 2.0 Questionnaire Results (n = 103) 
Statement Meanᵇ Std. Deviation 
Technology gives me more freedom of mobility 3.94 .99 
I keep up with the newest technology in my area of interest. 3.80 .66 
Technology makes me more productive in my life. 3.74 .88 
Technical support lines (help lines) are not helpful because they 
don't explain things in a way I understandª 
3.32 .99 
Other people come to me for advice on new technologies 3.29 .94 
Sometimes, I think that technology systems are not designed for 
use by regular peopleª 
3.28 .99 
Too much technology distracts people to a point that is harmfulª 2.89 1.08 
Technology lowers the quality of relationships by reducing 
personal interactionª 
2.74 1.08 
In general, I am among the first in my circle of friends to acquire 
new technology 
2.69 .95 
People are too dependent on technology to do things for 
themselvesª 
2.53 1.00 
Grand Mean 3.28 .48 
Note: These questions comprise the Technology Readiness Index 2.0 which is copyrighted by A. 
Parasuraman and Rockbridge Associates, Inc. 2014. 
ª Bolded statements are negatively worded items; negatively worded items were reversed coded 
prior to analysis.  The means reported for the bolded statements reflect the reverse coding. 
ᵇ 5 point Likert scale 1 = Strongly Disagree; 5 = Strongly Agree 
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CHAPTER 5: EFFECT OF FOODSERVICE SOFTWARE IMPLEMENTATION ON 
HOSPITAL FOODSERVICE OPERATIONS 
A paper to be submitted to the Journal of Foodservice Business Research 
Ann E. Embry & Susan W. Arendt 
Abstract 
 The purpose of this research was to explore the effect an implementation of specialized 
hospital foodservice software had on the operations of five hospital foodservice departments.  
Qualitative and quantitative methods were used.   Twenty-seven employees involved in the 
implementation of the software were interviewed.  Secondary patient satisfaction data and 
financial data were obtained and analyzed.  No overall effect to departmental efficiency and 
patient satisfaction were found.  Benefits and disadvantages regarding the implementation were 
identified.  Modifications to department operations made post-implementation were pinpointed. 
Key Words: hospital foodservice, diet office, technology implementation, efficiency 
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Introduction 
Providing hospital meals to patients is a complex task involving a series of activities 
resulting in the production, delivery, and consumption of meals in a healthcare setting.  Neriz, 
Núñez, and Ramis (2014) performed a process of analysis regarding the provision of meals in 
hospital foodservice designating 24 separate processes.  Hospital foodservice directors not only 
have to manage the complex process of providing patient meals, but must accommodate patient 
preferences, improve efficiencies, and reduce waste in their operations; while meeting the 
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department’s financial goals and complying with federal, state, and local guidelines (Puckett , 
2013).   
When changes to patient meal delivery and menu preparation processes are implemented, 
often hospital foodservice operations are affected as a whole (Stein, 2000).  Tools and processes 
are available to assist directors to improve quality and efficiency, including specialized software 
programs designed specifically for healthcare foodservice (Puckett, 2013).  Moving from a 
manual to an automated process has been shown to bring operational benefits including: 
improved accuracy, on-demand documentation and reporting, opportunity to expand services or 
improve offered services, and improved labor efficiencies (Stair, 1992). Implementing changes 
to achieve excellence in service and operational efficiency is vital in the current hospital 
foodservice environment (Jacoby & Berger, 2013).  Yet, the process of moving through change 
is often challenging for those involved and success is not guaranteed.   
Literature Review 
Efficiency of Operations 
 Assaf and Matawie (2008) investigated perceived efficiency of hospital foodservice 
departments by collecting cross-sectional data via a web questionnaire from 101 hospital 
foodservice operations located in the United States and Australia.  They concluded hospital 
foodservice operations had substantial opportunities to improve efficiency with technological 
efficiency measured 80%.  Allocative efficiency averaged 88%.  Assaf and Matawie (2008) 
found foodservice departments could decrease money spent by up to 12% without decreasing 
outputs (meals).  The average cost efficiency score was around 70%.  A foodservice department 
is technically efficient when it produces a given amount of outputs (meals) using the smallest 
amount of inputs.  Allocative efficient operations use the various inputs to produces a given level 
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of output at a minimal cost (Rodgers & Assaf, 2007).  The cost efficiency is a mathematical 
calculation of technological efficiency and allocative efficiency combined.  Assaf and Matawie 
(2008) concluded that inputs (labor, energy input, and production space) could be decreased by 
up to 30% without decreasing output (meals and patient satisfaction) according to their study.    
The major outputs of hospital foodservice are meals and customer satisfaction 
(Woodman, Clark, & Rimmington, 1996).  Benchmarking is used in hospital foodservice 
operations to help department leadership manage operational and financial performance (Puckett 
et al., 2005).  Common benchmarks include: food cost per meal, labor hour per adjusted patient 
day, trays per minute, meal tray accuracy, and test tray temperatures (Johnson & Chambers, 
2000; Reagan, Bednar, Rew, & Worley, 2001).  Puckett et al. (2005) noted food cost per patient 
meal is often used as a financial metric.  Food cost per adjusted patient day (FC/APD) is a 
financial measurement recommended by Puckett et al. (2005).  Adjusted patient days is a 
measure that includes the number of days of inpatient care plus estimates of the level of 
outpatient services which is converted to adjusted patient days.  The estimate is based on a ratio 
of outpatient revenue per visit to inpatient revenue per inpatient day (American Hospital 
Association, 2017). 
Food and Nutrition professionals see automation as a means to reduce departmental costs, 
eliminate redundancy in tasks, and improve operational efficiency (Hoggle, Michael, Houston, & 
Ayres, 2006).  Automating tasks by introducing tools such as computers or specialized software 
do not lead to quality patient care.  Rather, computers and computer software are tools used to 
help deliver better quality patient care (Hoggle et al., 2006); along with improving the delivery 
of quality patient care, software can help foodservice operations improve quality in other areas 
such as  efficiency, and management of safety issues (Aase, 2010).   
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Patient Satisfaction 
Hospital CAHPS® (HCAHPS) is an assessment tool approved by the U.S. government to 
measure patient perception of hospital quality.  The level of perceived quality a hospital achieves 
through a survey of their inpatients, post-discharge, directly affects the amount of reimbursement 
a hospital receives for care provided to Medicare and Medicaid insured patients (CMS, 2015).  
The Patient Protection and Affordable Care Act of 2010 authorized the Centers for Medicare & 
Medicaid Services, a U. S. governmental agency, to not only reduce financial payments to 
hospitals based on quality and satisfaction measures but also allowed for an incentive bonus to 
very high performing facilities (Andrews & Wessels, 2009; Berger, 2011; Klein & Shoemaker, 
2012).   
Patient satisfaction with food quality is not a specific question asked through the 
HCAHPS® survey although satisfaction with food quality has been shown to relate to a patient’s 
overall satisfaction with the hospital stay (Woodside, Frey, & Daly, 1989).  Goldman and 
Romley (2008) analyzed data compiled by the California Office of statewide Health Planning 
and Development in a study that included 8,721 pneumonia patients who were in-patients at 117 
hospitals located in California.  Goldman and Romley (2008) found that a one-standard-
deviation improvement in the quality of amenities as perceived by hospital inpatients, which 
included food quality, resulted in a 38.5% increase in the pneumonia patients’ demand for a 
hospital whereas in contrast, an improvement of one-standard-deviation in clinical quality 
indicators only increased the pneumonia patients’ demand for a hospital by 12.7%.      
Increased reimbursement is one benefit of improving patient satisfaction, but there are 
others.  High patient satisfaction has also been shown to lower employee turnover, improve care, 
improve financial performance, and strengthen competitive position in the healthcare 
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marketplace (Press, 2006 as cited by Barsamian, Gregoire, Sowa, Lafferty, & Stone, 2010).  
Goldman, Vaiana, and Romley (2011) found a patient’s overall experience, not experiences with 
clinical services solely, drive patient satisfaction.  
Implementing Innovation 
Implementation is the process of putting a change into practice.  Service industries such 
as foodservice have unique characteristics that influence the process of implementing change. 
The intangibility and perishability, or time sensitivity, of services or the services’ components 
can influence the adoption processes of an innovation (Enz, 2012).   Some influencing factors 
include labor intensive nature of services, the variability in the delivery of the services, and the 
role the customer plays in the delivery of services.   
 According to Rogers (1995, p. 391-395), innovation in organizations follows a five-step 
process:  1) agenda-setting, 2) matching, 3) redefining/restructuring, 4) clarifying, and 5) 
routinizing.  Agenda-setting occurs when a problem is identified within the organization that 
creates a need, real or perceived, for an innovation.  The problem often surfaces as a 
performance gap.  Once a problem is identified, the organization goes through the matching 
process, identifying an innovation that will help in solving the problem.  The third step, 
redefining/restructuring, is the process of an innovation and/or the organization itself being 
modified in order to meet the specific needs of the organization. Clarifying is the fourth phase of 
innovation in an organization.  It is during this stage that the innovation and how it will affect the 
organization becomes clearer to the users and those affected by its implementation.  During this 
time, corrective action can be taken while the innovation is becoming a part of the organization’s 
structure.  The final phase is routinizing, the stage at which the innovation becomes 
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institutionalized into the organization and the employees no longer think of the innovation as a 
new idea (Rogers, 1995, p. 399). 
The implementation of an innovation has consequences.  Technological innovation often 
results in adding benefits.  This benefit, however, is not always evident and the intended adopters 
may see their current practices as superior to the changes the innovation brought (Rogers, 1995).  
Change agents often focus on the positive outcomes from the adoption of an innovation.  The full 
scope of the effect of a change is difficult to assess; the research is scant. 
 Further, the research regarding hospital foodservice is limited with very little research 
specifically regarding the process of adopting an innovation in hospital foodservice.  As the 
healthcare environment continues to strive for operational efficiency and improved quality 
(Studer, 2013; CMS, 2015), leaders in hospital foodservice need to advance their operations 
through implementing change (Puckett, 2013).   
Specialized software designed for hospital foodservice is available yet the argument for 
the necessity of the software by leaders of hospital foodservice has not been successful 
throughout the industry.  Thus, continuing use of a manual process in the diet office which is a 
vital functional area in the provision of meals to patients is fairly common with little research 
reporting on implementation of technology (Puckett, 2013). 
The objectives of this study were to: 1) determine what effect the implementation of 
specialized software has on hospital foodservice departments’ efficiency; 2) analyze effect 
addition of specialized foodservice software has on patient satisfaction as measured through the 
Press-Ganey HCAHPS® survey; 3) identify what modifications to procedures diet office 
personnel adopted post-implementation and reasons for these; and 4) determine foodservice 
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departments’ employees and leaders perceived benefits and disadvantages related to the 
software. 
Methods 
A case study approach was used whereby participants were interviewed and secondary 
data obtained; this allowed for a detailed analysis of five hospital foodservice departments.  The 
typical survey type of research may not be appropriate in investigating the consequences 
associated with the implementation of an innovation because those assessing the change are 
often focusing on positive outcomes and not consequences (Rogers, 1995, p. 440).  The five 
hospitals belong to a geographically grouped corporate division which included a total of 17 
hospitals.  This collection of hospitals is one of several corporate divisions within a large 
healthcare corporation.  The five foodservice departments from the 17 hospitals were selected 
based on bed size of the facility and diet office processes pre-implementation (manual or 
automated).  
Three of the foodservice departments were using a manual diet office system prior to the 
software implementation which prepares patient meal tickets using a paper system.  Two sites 
had automated diet offices prior to the implementation of the division software.  Other 
characteristics of the five participating hospitals are listed in Table 1.  The foodservice 
departments went through the software implementation as part of a mandatory corporate 
initiative.   
A standardized menu, written at the division level, was put into effect as part of the 
software implementation.  One of the sites went from a contract foodservice operation to an in-
house foodservice department resulting in a change in structure and policies and procedures 
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during the implementation process. A cafeteria renovation began within the six-month post-
implementation period at one of the sites which affected food purchasing.   
During each visit, the principle investigator (PI) made observations related to the 
operations and software implementation.  Observations were made of the diet office, patient 
trayline, and foodservice department during each visit.  After each day of being onsite, the PI 
audio-recorded observations and thoughts related to the operations and software implementation. 
Interviews 
Post-implementation semi-structured, face-to-face, in-depth interviews were conducted 
with hospital foodservice employees.  Individuals who were a part of the implementation process 
and worked with the software or had oversight of the software were asked to participate.  
Interviews were conducted at the participants’ place of employment four to six months following 
implementation.  Interviewees included diet clerks (DC), clinical dietitians (RD), supervisors of 
the diet office (DO), and foodservice directors (FSD).    
Detailed interview guides were used to facilitate the interview process.  The interview 
questions were designed to elicit information related to the research objectives (Rubin & Rubin, 
2012) and geared to each interviewee job title (i.e. the interview guide for the RDs was different 
from that of the FSD).  The guides were pilot tested with staff in a hospital foodservice 
department that underwent the same implementation as part of the corporate division, but was 
not included in the sample.  The pilot test provided opportunity for evaluating questions and 
testing interview equipment.   Suggestions and recommendations from the pilot participants 
resulted in minor modifications to the interview guides prior to use in the study onsite. 
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Secondary Data 
Secondary data were collected including patient satisfaction data, food cost (FC), 
adjusted patient days (APD), and patient days (PD).  Secondary data collected spanned six 
months pre-implementation through six months post-implementation.   This time frame was 
determined to allow for use of the software to become more routine and normalized in the 
operation.  Patient satisfaction data were obtained from the hospital division’s Press-Ganey® 
quarterly reported survey results.  One question on the survey asked patients to rate the quality of 
food; these questionnaires are routinely administered quarterly to 200 patients at each hospital.  
The financial data, food cost, adjusted patient days, and patient days, data were obtained 
from the hospital foodservice directors and the division foodservice manager.  Financial data 
were reported on a monthly basis. 
Data Analysis 
 All interviews were audio recorded and professionally transcribed.  The interview 
transcripts were verified through cross checking the transcribed interviews with the actual 
interview recordings (Tracy, 2013).  Three researchers independently read and coded all 27 
interviews.  Following the coding process each researcher identified categories and themes.  
Following the recommended process of Saldaña (2009), the PI discussed the codes with each 
researcher.  Together they placed the codes into categories and identified over-arching themes.   
 Member checking for accuracy of the transcripts and their interpretation was completed.  
Contacted interview participants validated the accuracy of their transcript and agreement with the 
interpretation of their interview was reached (Creswell, 2003).  Interviewees were assigned an 
identifier which consisted of an abbreviation of their job title and a number assigned specific to 
each participant. 
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Patient satisfaction data included the percentage of patients who scored quality of food in 
the “very good category” on a five-point Likert-type scale (1 = poor and 5 = very good).  The 
patient satisfaction scores from two quarters pre-implementation and two quarters post-
implementation were analyzed using a spreadsheet software program. 
 Food cost per adjusted patient day (FC/APD) and food cost per patient day (FC/PD) were 
extrapolated from secondary data provided by the hospital system.  Percentage of change, six 
months pre-implementation and six months post-implementation, were calculated and compared. 
Results 
 The implementation of the software in the foodservice departments resulted in changes in 
how the diet office operates as well as other areas of the department, such as food production and 
patient trayline operations.  The effect of the software on the operations of the department was 
studied reviewing efficiency, patient satisfaction, benefits and disadvantages, and modifications 
to the implemented processes. 
Efficiency of the Foodservice Department 
Participants perceived that the efficiency of the departments were affected in various 
ways.  The perception of change in efficiency of a department appeared to be related to 
departmental operations prior to the implementation of the software.  Two of the foodservice 
departments had previous software systems in use prior to the migration to the standardized 
system.   Employees coming from those departments perceived a decrease in efficiency.   The 
FSD5 noted “It is so archaic…what that program [software] can do versus what I already had in 
place… [the new software] was taking us back 20 years.”   
Interviewees from the manual diet office sites indicated they noticed the software 
affected efficiency, some interviewees’ perceived changes that were improvements in efficiency 
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while other interviewees perceived that the change to the software resulted in a reduction in 
efficiency.  FSD3 commented, “[The software] made us inefficient to start with, but there is a 
learning curve to getting accustomed to what you’re doing and the more you do it, the more 
efficient you become at the process.”  The FSD and two of the diet clerks at Site 3 all 
commented that the average time on the patient trayline increased significantly directly following 
the initial use of the software; however, the patient trayline operations improved as employees 
acclimated to the new system and the time to operate the patient trayline returned to close to pre-
implementation length of time approximately six months post-implementation. 
The FSDs were asked how they perceived the effect the software had on departmental 
efficiency in four categories: staffing, finances, purchasing, and operations.   
Staffing. 
All five FSDs indicated that there was no decrease in staffing following the software 
implementation.  FSDs at Sites 1 and 5 stated they had to increase staffing secondary to the 
implementation of the software.  Site 1 added a cook to the weekend shifts because the new 
division standardized menu was more labor intense than the facility’s pre-implementation 
weekend menu.  Site 5 FSD stated eight hours of daily staffing was added to the diet office post-
implementation due to an increased workload related to the software.  Site 1 and 5 were the two 
sites that operated an automated diet office before migrating to the mandatory system.   
The FSDs at Sites 2, 3 and 4 stated there were no labor hour changes post-implementation.  
Although Sites 2, 3 and 4 did not add staffing to the diet office, all three discussed changes made 
to diet clerks’ daily routines.  FSD2 stated, “That person [diet clerk] multi-tasked…that person 
was able to go in there [diet office] get the tickets done…and be able to go to the trayline and 
help…she’s not able to be out there to check the trays [since implementation]”   Site 4’s changes 
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in diet office procedures provided specific scheduled time for direct interaction between patients 
and diet clerks. 
Financial. 
Financial implications of the software implementation were discussed with the FSDs. 
Along with the implementation of the software was a change in patient and cafeteria menus for 
all of the sites.  Food cost decreased in four of the five sites, but the decrease in food cost cannot 
be solely contributed to the software, as other factors changed during the implementation time 
period that may have impacted food cost as well. 
   FSDs at Sites 2 and 5 stated they had perceived a decrease in food cost following the 
software implementation.  FSD2 attributed this decrease to less variety in menu items on the 
instituted division menu as opposed to the previous hospital menu.  Thus a decrease in items 
ordered for production resulted in decreased product on hand and decreased food cost.  Food cost 
per adjusted patient day (FC/APD) and food cost per patient day (FC/PD) were analyzed for each 
site.  Site 2’s FC/APD decreased 4.70% from pre-implementation to post-implementation and 
FC/PD decreased 1.64% (Chart 1 and Chart 2).  FSD5 attributed a decrease in food cost to a 
reduction in the amount of food being produced at each meal because, of the production sheets 
created by the new software and moving from a room service menu to a non-select menu.  Site 
5’s FC/APD decreased 28.8%; and FC/PD decreased 30.8%.  Site 5 changed during the 
implementation phase from a contract managed to a self-operated foodservice which included a 
change in some financial reporting.  Site 1 experienced an increase in both FC/APD 
($15.35/APD pre; $18.35/APD post) and FC/PD ($24.32/PD pre; $29.19 post) while, Sites 2, 3, 
4, and 5 all saw a decrease in FC/APD and FC/PD (see Chart 1 and Chart 2).   
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Purchasing 
All five of the FSDs indicated there was no change in purchasing processes.  The 
software has a feature allowing FSDs to purchase food and non-food items through the software; 
however, none of the FSDs had yet moved to the software’s purchasing process.  The change to 
the software purchasing process was not mandatory.  All five FSDs indicated they were satisfied 
with their current purchasing processes and were not planning to use the software for purchasing. 
Patient Trayline Operations 
The implementation of the software did affect patient trayline operations at four of the 
sites.  Site 1’s FSD and DCs did not perceive a change in patient trayline operations.  Site 2 
perceived an improvement in trayline operations, attributing that improvement mostly to 
improved legibility of patient meal tickets.  FSD2 explained, “Trayline…goes smoother than 
what it was doing because the tickets are more legible.”  Site 3 participants’ perceptions 
regarding effect of the software on trayline operations varied between interviewees.  Participants 
at Sites 4 and 5 perceived the software implementation in conjunction with the menu change, 
resulted in a slowed patient trayline.  FSD5 explained, “The tickets print smaller, I have a little 
bit older staff; it’s harder for them to see so the [tray]line takes a little bit longer.”   
The legibility of the tickets impacting patient trayline operations was a topic repeated 
several times in the interviews.  Three interviewees at Site 2 discussed the improvement of the 
legibility of the tickets compared to the handwritten tickets previously used.  Site 3 participants 
discussed how important it was to teach trayline staff to read tickets and for staff to learn to place 
what was actually written on the ticket onto the tray.  Prior to the implementation, tickets had the 
standard menu for the diet pre-printed along with the patient name and diet order.  Only special 
requests, non-standard items, were hand-written.  Staff at Site 3 noted the process of reading 
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individual menu items on each ticket was inefficient in the beginning; however, efficiency 
resumed to pre-implementation levels once employees acclimated to the process.  In interviews 
with Site 5 staff, it was repeatedly discussed how difficult patient meal tickets were to read 
compared to their previous system.   
An observation made by the PI during visits to the foodservice departments was variation 
in the software program set-up at the various sites.  This included set-up of printing parameters 
of the tickets, such as font and format as well as type of printer used (e.g. thermal or laser).   This 
part of the implementation was overseen by the same software company and upon discussion 
with the diet clerks, the PI learned the software company trainers were responsible for that part 
of set-up onsite and determined the flow of the diet office.  The look of the printed patient tickets 
were not uniform from site to site.  There were three trainers assigned to the division software 
implementation. 
Patient Satisfaction 
 Staff at all five of the hospitals indicated patient satisfaction was important to the 
department and other members of the foodservice department.  Though not related to a specific 
question asked during the interviews, 13 of the 27 participants included a patient focus in their 
responses.  DO1 stated, “Didn’t matter what system…we’re going to get it done for the patients.”  
Another participant, DC1, indicated, “….  Some people [patients] are here, and they just need 
somebody to talk to and…like if it’s somethin’ that I can take to them and the trayline is busy, I 
don’t mind stoppin’ and goin’ and givin’ it [menu item] to ‘em instead of (them) waitin’.” 
 All five hospitals perceived a decrease in patient satisfaction during the implementation 
phase.  According to the Press Ganey® results, four of the five sites did experience a decrease in 
patient foodservice satisfaction during the quarter the implementation of the software began 
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(Chart 4).  Site 1’s upgrade to the software allowed for the introduction of an expanded room 
service program, which the FSD at Site 1 contributed to an increase in patient satisfaction that 
had been sustained.  Site 2 saw a decrease in patient satisfaction very good responses of 45.5% 
one quarter pre-implementation to 42.7% the quarter of the implementation.  Site 2 continued to 
see a drop in patient satisfaction scores the first full quarter post-implementation (40.0%) 
through the second quarter post-implementation (37.1%).    
Site 3 saw an initial decrease in patient satisfaction the quarter during implementation, 
from 27.9% to 21.5%.  The percent “very good” scores, however, rebounded and improved to 
levels higher than pre-implementation with the second quarter post-implementation patient 
satisfaction improved 5.2 % to 33.1%.  Site 4 saw no effect to patient satisfaction post-
implementation of the software.  Site 5 saw an initial decrease in patient satisfaction, but patient 
satisfaction “very good” scores were within one percentage of pre-implementation levels six 
months post-implementation (Chart 3).  
 Two of the foodservice directors discussed menu modifications made to the division 
menus at the hospital level, while FSDs at Site 4 and Site 5 reported they did not vary the 
division menus.  FSD3 was adamant in the need for regional variability of menus for patient 
satisfaction, stating, “there are some tried and true things that I know that Coldwater, 
Alabaman’s love to eat, you know…I was born and raised here, so I sorta have a good sample 
base.” 
Patient satisfaction scores (percentage of patients rating the quality of food very good) for 
the five different hospitals pre-implementation ranged from an average high (average of first and 
second quarter pre-implementation) of 44.25% to an average low of 23.45% for a range of 20.8 
140 
 
percentage points.  Post-implementation scores ranged from an average high of 38.55% to an 
average low of 25.80% for a range of 12.75 percentage points (Chart 4).    
Modifications to Work Procedures  
 The interview process included discussing procedure modifications made post-
implementation.  The fourth phase of innovation in an organization is clarifying (Rogers, 1995). 
It is during this stage that the innovation and how it will affect the organization becomes clearer 
to the users and those effected.  During this time, corrective action can be taken while the 
innovation is becoming a part of the organization’s structure.  Five categories of modifications 
were recognized from the interviews; trust in the software, software functionality/setup, staff 
capability/utilization, customer service, and work flow.   
 Trust in the software. 
One modification to the trainer implemented processes made by three of the five sites was 
adding a step in which patient meal tickets printed by the software were checked against the 
hospital software system’s patient list.  Several issues led to this change.  Diet clerks and 
dietitians noted patients were not receiving trays or were receiving the wrong type of trays when 
the software was implemented.  DC2 explained, “The problem was the trainer had us checking 
against two reports from the same system.  It wasn’t working well…We kept running across 
problems so we went back to the old way.”  FSD2 elaborated,  “[We] had to get a special screen 
set up where we can go into [the hospital system] where the nurses and doctors put in diets so we 
can actually see exactly what is bein put in versus what we see in [the diet office software]”.  
RD3 explained, “In the beginning I wasn’t doing the double check [check against the hospital 
system] cause it takes…an extra 15 to 20 minutes to hand do all of ‘em.  So I wish I woulda 
known that cause I did miss some trays in the beginning.” 
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Software functionality/setup. 
 Participants from each site observed that customized patient meals entered into the 
software for a future meal service would be deleted when a patient’s diet order changed. The 
participants discussed how this frustrated the diet clerks and clinical dietitians as the assurances 
they gave to patients that meal requests would be followed were not upheld.  As a solution, 
several sites had initiated a process in which special notes were written to ensure patients 
received what was planned.  RD5 explained, “Persons or patients that are really particular, she’ll 
[patient representative] handwrite it down and make sure the next day something hasn’t 
happened [to the patient menu].”  Three of the five sites discussed writing notes on tickets for 
special requests or specialty items not in the database.  DC8 from Site 4 stated “There are 
somethings we can’t put in on the [tickets].  Like we’ve got different items now that we put on 
their [tickets]…we gotta write it on [the tickets].” 
 Staff capability/utilization. 
 Clinical dietitians at 3 of the 5 hospitals indicated that it had become normal procedure 
for dietitians to enter tube feedings and supplements into the software rather than the diet clerks.  
The reason for this change was two-fold, first, the dietitians believed they were helping the diet 
office by reducing diet clerks’ workload, as indicated by RD3 at Site 2, “As an RD, I put in tube 
feedings, add supplements, if the doctors are adding supplements and they print in our office I’ll 
put em in there…that saves [the diet clerks] a second or two.” Second, the RDs at Sites 3 and 5 
stated they enter tube feedings and supplements in the system because of how complex the 
system made the process.  The dietitians feared the diet office staff would input tube feedings 
and supplements incorrectly into the software so work procedures were changed to prevent 
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mistakes from happening.  RD5 at Site 3 explained “[I’ll] add tube feedings more accurately 
cause sometimes our staff get the order and they don’t enter it right.” 
Customer service. 
All of the sites made some changes post-implementation to improve service provided to 
patients.  The most common change took the form of added notes or messages placed on meal 
tickets; these were not items or services setup as part of the software database.  DC3 provided an 
example, “We’ll do stuff like, OK this lady [patient] today asked for a turkey club sandwich…it 
makes her happy.  So it’s not on the thing [in the database], but…it’s not that hard to make.”  
Two interviewees at Site 3 discussed the repetition of food items on the division breakfast menu 
and the patient complaints regarding the lack of variety.  Site 3 FSD and RD had added more 
variety to the breakfast menu to decrease patient complaints. 
Work flow. 
 Three of the five sites discussed changes that were made to the original workflows 
designed by the software trainers.  DC4 from Site 3 stated, “We’ve just changed up the order in 
which we do things, just because it makes a little bit more sense to do things at certain times.”  
FSD5 stated they made changes to the daily workflow “cause either we find…we find some 
functionality that they didn’t tell us about or we find it goes better at a different time.”   
Benefits and Disadvantages 
 The benefits and disadvantages of the software had similar themes.  Whether the software 
provided a benefit or disadvantage was often related to how the diet office operated prior to the 
implementation.  Benefits included eight themes: 1) patient satisfaction, 2) quality, 3) skills and 
knowledge, 4) work life, 5) user-friendliness, 6) patient safety, 7) database and 8) reports.  The 
disadvantages had the same categories, except the category of reports were not identified as 
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disadvantages.  Interviewees from the sites that moved from a manual system to the automated 
diet office system noted more advantages and benefits than disadvantages.  The opposite was 
true of those participants interviewed that came from a diet office using diet office software prior 
to converting to the division-wide diet office software.  Several participants stated they did not 
see much difference or identified a feature as both an advantage and disadvantage.  For example, 
RD4 from Site 3 stated, “Being able to print a ticket that has the stuff listed on it sometimes is a 
good thing, sometimes a bad thing, depending on whether we read the ticket or not.”   
Skill level of diet clerks. 
 A disadvantage noted by Site 3 and Site 5 was the need for the diet clerks to have a 
higher skill level and working knowledge of nutrition principles.  In order to competently operate 
the software, the diet clerk must have the knowledge to determine if the menu item substituted is 
the best choice for the patient based on the patient’s diet prescription.  Both Site 3 and Site 5 had 
to remove diet clerks that had worked in the diet office prior to the implementation because 
according to the interviewees, the diet clerks did not have the necessary working knowledge of 
hospital diets to competently perform the diet clerk position post-implementation.  
 One advantage of the system noted was that the software could be used as a helpful tool 
in the training of diet clerks on the nutrition principles of different diet restrictions.  The diet 
clerks are given a report which explains why menu items were removed from a patient menu.  
Upon seeing this rationale, the diet clerk can use this repeated information to learn what menu 
items are appropriate for various diet restrictions. 
 Patient safety. 
The ability to prevent patients who are allergic to certain foods is a patient safety 
concern.  All five sites indicated the allergy function of the software system was a benefit.  
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Participants indicated that the allergen feature was only as good as quality of the process during 
inputting of the data into the software.  All indicated the ability of the software to flag allergies 
and patient preferences was a step toward improved patient safety. Skills of the diet clerks and 
patient safety themes are discussed more in depth as these are more specific to hospital 
foodservice. 
 The software was built to print two patient identifiers on each ticket, as a patient safety 
measure.  All five sites, appreciated the patient identifiers being printed on the ticket, but already 
had a two patient identifier system in place prior to implementation, therefore there was no 
perceived improvement from the previous system to the new system.  In regards to patient 
identifiers, FSD3 explained, “we had hard-wired that name and birthdate into ‘em [the 
employees].  And I don’t like to lean on technology to do that for me ‘cause what happens when 
the power goes out?” 
 A FSD was asked what the biggest benefit of the software implementation was: 
  
“It actually had nothing to do with the system or the features or what it offers.  More so, 
it, it gave me the opportunity to take some people who didn’t think we’d get there and 
very vocal employees who were detractors and this won’t work, And now we’re up and 
runnin’ and usin’ it, and it’s second hand.” 
 
 This comment indicated a sense of accomplishment for the foodservice team post-
implementation.  The director believed this would result in the employees of the department 
having less trepidation regarding future changes or, at minimum, gaining confidence in their 
departmental leadership to guide them through future changes. 
Discussion and Conclusions 
The implementation of the software affected each hospital foodservice operation 
differently.  Findings showed addition of the software affected not only the diet office, but 
impacted trayline operations and other facets of the departments.  The impact of this change 
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varied between foodservice departments and appeared to be affected in part by the processes the 
diet office used prior to the software implementation.  The patient trayline operation was the area 
outside the diet office that the software impacted as discussed by the interviewees..   
Efficiency 
Additional staff was added at two of the five facilities, both of the facilities adding staff 
had automated diet offices prior to the software implementation.  Two of the three manual diet 
office diet clerks discussed changes in their work days and conceded they now had more time to 
help in other areas of the department or have more direct contact with patients; there were no 
labor savings resulting from transition from manual system to an automated system.   
The diet office set up and functionality was partially determined by the software 
company trainers.  These differences in the setup and how the software is specifically used in the 
diet offices did appear to impact the effectiveness and efficiency of the diet offices as well as the 
acceptance of the software by the end users.   
The effect the software had on trayline operations varied.  Participants perceived 
improved trayline efficiency in some instances and a reduction in efficiency on other instances.  
Automation is often touted as a means to improve efficiency; an overall improvement in 
efficiency did not occur during this specific implementation.   
Patient Satisfaction 
Four of the five hospital foodservice departments experienced a decrease in patient 
satisfaction during the quarter their actual implementation of the software occurred.  Overall 
there was no overall increase or decrease in patient satisfaction following the implementation.  
How each FSD utilized the software in their operation may have had an effect on patient 
satisfaction.  The addition of the software provided a means for one facility to expand their room 
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service operation, while another facility, determined the software could not support their room 
service operation and terminated room service tray service when the software implementation 
occurred.  This variation on the interpretation of the functionality of the software indicated there 
was no clear understanding of how the software performs. 
One phenomenon identified was a reduction in the range of patient satisfaction 
percentage score among the five hospitals post-implementation.  The impact of implementing a 
standardized menu may have contributed to the reduced variation in patient satisfaction between 
the five departments.  The direct impact the specific menu may have on patient satisfaction is 
unknown, as past research has focused on the type of menu and delivery; however, the impact of 
the actual menu itself (i.e., the items including, the entrée, sides, beverages, and desserts, is 
typically noted as a factor contributing to patient meal satisfaction (Kim, Kim, & Lee, 2010).  
Because the range between the sites of patient’s “very good” responses decreased post-
implementation, it could indicate that the actual food being served drives a substantial portion of 
patient satisfaction.   
Food quality has been identified as a main component of patient satisfaction (Hartwell, 
Shepherd, Edwards & Johns, 2016), followed by service quality (Hartwell et al., 2016).    
Hospital foodservice quality perception has been associated with not only menu items, but 
portion sizes, presentation, temperature, food safety, personal preference, and interaction with 
staff (Hartwell et al., 2016; Kim et al., 2010).  Findings from this study suggest that the effect of 
the actual menu on patient satisfaction may be stronger than realized; further study is needed to 
determine the strength of this link. 
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Modifications’ Post-implementation 
Several change management theories note the importance of making the change 
permanent and watching for modifications to those practices were put in place during the change 
or reversion to previous work practices prior to the change (Lewin, 1964; Chustz & Larson, 
2006).  For the most part, modifications to the procedures put in place during the implementation 
stayed intact four to six months post-implementation.  One notable modification was the 
determination by three of the sites to add a method to check the software with the hospital 
software system.  Lost patient trays, incorrect diets, and patients not receiving trays were all 
specific occurrences highlighted through the interviews that led to hospital diet office employees  
adding a procedure to ensure patients were given the right diet at the right times. An interface 
between the software and the hospital patient management system was a part of the software 
implementation; however, continual issues with the interface caused many end users to lose trust.  
This lack of trust and the desire to do what is best for the patients resulted in the addition of the 
double check process. 
A perceived flaw noted at each site was the erasing of a selected menu when a patient’s 
diet order changed.  Anytime a patient’s menu selections for a future meal were made and put 
into the software, a change in the patient’s diet would delete the entire pre-selected meal.  This 
resulted in unsatisfied and angry patients, as well as patients not receiving requested foods and 
increased late trays.  The modification was that sites kept paper notes of the requests to reference 
in case the menu was erased.  The use of paper record keeping defeated the purpose of an 
automated system, and electronic record.  While the automatic deleting of a meal appears to be a 
process of the software to avoid patients receiving a restricted food item; this added a manual 
process subject to human error. 
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Advantages and Disadvantages 
The benefits of the software were discussed with foodservice staff at each hospital and 
though the process of the implementation was very stressful and not managed well as perceived 
by the department staff, four of the five sites felt the benefit of having the software was greater 
than the disadvantages of having the software.onsite  A complete failure of the change to the 
software does not appear to be probable, though if the implementation was not mandatory, it is 
very plausible that at minimum two of the sites would choose not to continue using the 
mandatory software as it was developed.  One of the sites, really struggled with the 
implementation and their frustration with the whole process was evident as one of the RDs 
explained;  
“’So instead of sayin’, ‘Who’s doin’ it right? Whose doin’ it well? Who’s at the 
top of the satisfaction thing? And let’s follow that!’ It was just like, ‘Hey, most of ‘em 
don’t really have anything. This is better than nothing. Let’s just put this in. This is 
cheaper. The bottom line, this is cheaper maybe. So let’s do it this way. And then we’ll 
just make these people over here that were drivin’ a Cadillac, let’s make them just drive a 
Pinto now’…and I hate to be that person that compares everything to what we had, this is 
how we’ve done it, this is what we did have [emphasis added]. Because I’m kinda open to 
change if it’s a good change. But in our situation, it was really [emphasis added] painful.” 
 
 As discussed in the interviews, the implementation of the software was a process that 
resulted in anger, tears, stress, fear, hope, learning, and change.  While the impact of the software 
on the foodservice departments will continue to change and the individuals using and overseeing 
the software learn and adapt, the actual process was difficult.  The variability between the five 
departments, in the set-up of the diet offices, the layout of the kitchen, and the leadership of the 
departments varied; this reflected in how the software was perceived and the level of acceptance 
the software received.    
 
 
149 
 
Application 
 The addition of software will effect a hospital foodservice operation, though the overall 
effect will vary due to many variables, such as previous diet office work processes, type of tray 
delivery, employee skill levels, leadership of the department, and the level of detail the 
implementation team has provided and given to the project.  The implementation will not just 
affect the diet office, at a minimum there will also be impacts in trayline operations.  Leaders 
overseeing addition of new software to hospital foodservices should identify and communicate to 
all employees all of the ways implementation can or may affect the different areas of the 
department. 
 Patient services will be impacted during the implementation, communicating with the 
other departments within the hospital that the process is changing will help the nursing staff 
communicate with the patients and senior leadership of the hospital understand potential changes 
in productivity.  All five sites experienced an increase in patient meal tray mistakes, such as 
patients not receiving a tray or receiving a clear liquid tray when a regular tray was ordered; thus 
during an adoption of diet office software, additional staff may be required to decrease potential 
mistakes as well as have employees available to quickly correct mistakes when they occur.  
  Because it is unclear the level of impact menus may have on patient satisfaction with 
foodservice, taking care to write standardized menus with regional foods and consideration of 
patient preferences could reduce negative feedback from patients.  Recognizing that 
modifications to procedures post-implementation are likely, leaders should be aware of and open 
to the need for changes and develop a review process for the proposed change to ensure process 
is improved.  This can result in an acceptance of the change and the building of trust employees 
have in the new system. 
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 While the manual labor necessary to complete diet office tasks does diminish, the skills 
and knowledge needed to use the software may be changed.  The skills needed to function in one 
diet office may not be the same skills needed to successfully function in the diet office post-
implementation.  Leaders in hospital foodservice should understand the skills and knowledge 
needed to successfully use new software and conduct an assessment prior to implementation.  
Defining what skills will be essential to competently operate the software will help in successful 
implementation.  Skills and knowledge can be taught prior to implementation, but only if 
identified. 
 Leaders should try to visualize how the diet office function is going to change as new 
software is implemented.  If the implementation is being led at a level above the individual 
hospital, care must be taken to explain the software and what the end user will be responsible to 
do.  Discussion between the hospital department leadership and the division leadership and 
software vendor will help to determine which party is responsible for each step of the 
implementation and how each step is to be completed. 
 The lack of clarity in who owned which implementation processes and defining the time 
commitment and the resources necessary for success of the implementation resulted in confusion 
and missteps.  Post-implementation the FSDs and diet clerks stated their need to “see” the 
software in operations; though, the FSDs did not take it upon themselves to visit an operation, 
instead often waited on the company division leaders to push information down.  During a 
software implementation, foodservice leaders need to take ownership of the process by defining 
the process for their employees and learning as much as they can regarding the software and 
what is involved in setting up the software.  Even if the implementation is initiated at a level 
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above the department level, the FSD must realize, this will affect their department and their 
involvement in the implementation is essential for success. 
Limitations and Future Research  
This study was conducted in five hospital foodservice departments.  Each hospital 
belonged to the same healthcare company.  The findings are specific to these hospital 
departments and may not reflect effects of such software implementation in other hospitals.  
Following the implementation of another software product would provide added context to how 
individuals and departmental operations are effected by an implementation, because the training 
and implementation policies and procedures of the other software company would vary.   
The process of implementing a standardized menu and quantifying the effect on patient 
satisfaction scores is another area for further research.  Based on the findings and 
recommendations of this study, further research to define the skills employees need to develop 
and the training needed prior to implementation is indicated. 
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Table 1: Site Characteristics 
 Hospital 
Sizeª 
Director’s 
Credent-
ialsᵇ 
Partici-
pantsᵇ 
Purchas-ing 
Program 
Menu Service 
Pre-
Implement-
ation 
Menu Service 
Post-
Implement-
ation 
Diet Office 
Pre-
Implement
ation 
Process 
Site 1 Large Registered 
Dietitian 
1 FSD 
1 RD 
1 DO 
2 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Combination 
of room 
service and 
traditional 
trayline 
Added 
additional 
room service 
areas; 
continued 
with 
traditional 
trayline 
Automated  
Site 2 Small CDM 1 FSD 
2 RD 
1 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Provided 
menus for 
patients to 
order, but 
operated 
traditional 
trayline 
Provided 
menus for 
patients to 
order, but 
operated 
traditional 
trayline 
Manual 
Site 3 Medium Execu-
tive Chef 
1 FSD 
2 RD 
1 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Traditional 
Trayline 
Traditional 
Trayline; 
Spoken Menu 
Manual 
Site 4 Medium CDM; 
MBA 
1 FSD 
1 RD 
1 DO 
2 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Traditional 
Trayline 
Traditional 
Trayline 
Manual 
Site 5 Large CDM 1 FSD 
2 RD 
1 DO 
2 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Room Service Traditional 
Trayline 
Automated 
with a call 
center. 
ª Category I = 0 – 149 beds; Category II = 150 – 249 beds; Category III = 250+ beds 
ᵇCDM=Certified Dietary Manager; MBA= Masters in Business Administration; FSD = 
Foodservice director; RD = Clinical dietitian; DO = Diet office supervisor; DC = Diet clerk 
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Note. FC/APD = Food Cost/Adjusted Patient Day; Pre-implementation data through 6 months 
pre-implementation; Post-implementation data taken through 6 months post-implementation 
Note. FC/PD = Food Cost/Patient Day; Pre-implementation data through 6 months pre-
implementation; Post-implementation data taken through 6 months post-implementation 
Site 1 Site 2 Site 3 Site 4 Site 5
Ave FC/APD Pre 15.35 17.14 20.49 19.07 13.40
Ave FC/APD Post 18.34 16.37 18.69 16.42 10.40
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15.00
20.00
25.00
Chart 2 Average Food Cost/Patient Day – Pre and Post Implementation 
Chart 1 Average Food Cost/Adjusted Patient Day – Pre and Post Implementation 
Site 1 Site 2 Site 3 Site 4 Site 5
Ave FC/PD Pre 24.32 41.35 34.82 39.10 23.73
Ave FC/PD Post 29.19 40.68 32.30 32.40 18.14
0.00
5.00
10.00
15.00
20.00
25.00
30.00
35.00
40.00
45.00
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ªThe percentage of patients rating the quality of food as “very good”; the highest score on a 5 
point Likert scale. 
ªThe percentage of patients rating the quality of food as “very good”; the highest score on a 5 
point Likert scale. 
 
  
Chart 3 Patient Satisfaction Press-Ganey “Very Good” Scoresª 
Site 1 Site 2 Site 3 Site 4 Site 5
2 Quarters Pre-Implementation 23.00 43.00 25.30 26.00 30.10
1 Quarter Pre-Implementation 23.90 45.50 27.90 28.80 34.00
Quarter of Implementation 29.90 42.70 21.50 28.00 27.00
1st Quarter Post-Implementation 31.00 40.00 32.00 24.60 28.60
2nd Quarter Post-Implementation 33.60 37.10 33.10 27.00 28.90
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CHAPTER 6: GENERAL CONCLUSIONS 
This study was designed to explore the implementation of specialized hospital 
foodservice software in five hospital foodservice departments with a focus on employee 
reactions and perceptions to the process. The hospital foodservice employees and department 
leaderships’ perceptions of the implementation process and the software functionality were 
identified; employees’ technology readiness and attitudes toward the adoption of technology 
were assessed.  This chapter summarizes the principle results for each research objective. 
Limitations and suggestions for future research are also presented. 
Summary of Results 
For the qualitative part of the study, 27 individuals with direct knowledge of the software 
implementation process were interviewed.  For the quantitative section of the study, foodservice 
department employees at five hospitals were asked to take a survey related to technology 
adoption.  Surveys were distributed by the primary researcher directly to the participants during 
the participants’ work day. A total of 104 surveys were analyzed.   
The eight specific objectives were investigated.  A summary of the key findings is 
discussed. 
Research objective 1) Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. 
Through interviews, five foodservice directors were asked to assess their departments’ 
change in efficiency from pre- to post- implementation.  Though the directors did perceive some 
changes in their particular departmental operations as related to the implementation of the 
software, the effect of the software on the five different departments varied from site to site.  
Two directors perceived their operations had improved in the efficiency of the patient trayline.  
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Two directors perceived their patient traylines had become less efficient and one perceived the 
software implementation did not affect trayline operations. 
All five foodservice directors perceived a change in how their departments operated post-
implementation; however, there was no common overall effect to the departments’ efficiency 
from site to site.  The five hospitals operated their diet offices differently.  Both diet offices that 
were running diet office software prior to changing to the division software had to add labor to 
their department operations, though only Site 5 had to increase staffing in the diet office.  The 
FSD and DO at Site 5 both indicated the new software was more labor intensive and complicated 
to use than the software that was replaced.  The diet offices that processed patient meal tickets 
manually all saw a change in how their diet offices operated, but there was variation in how the 
software impacted the efficiency of those individual departments. 
It was noted that two of five hospital foodservice departments had to modify staffing of 
their departments secondary to the software implementation.  Site 1 added a cook to the weekend 
staffing for patient food production because the division wide menu was also implemented when 
the software was implemented.   This change in menu was more labor intense resulting in the 
need for additional staff.  Site 5 added an FTE to the diet office operations following the 
implementation of the software.  Sites 2, 3, and 4 did not experience a change in labor hours as 
related to the implementation.  However, how the diet office operationalized daily diet clerk 
tasks did change.  None of the foodservice directors had completed an analysis of their 
department’s labor hours pre and post-implementation so the results reported here are 
perceptions only. 
The software provided a means to manage food and supply procurement through the 
system.  The use of the software for ordering food and supplies was not a mandatory part of the 
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implementation.  None of the five FSDs implemented the order management module of the 
software. 
Research objective 2) Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software. 
Expectations and readiness of employees for change were influenced by their prior 
knowledge of diet office software, previous experience with computers, and training received.   
Interview participants indicated a range of expectations from positive to negative to no 
expectations or real thought given to the software and its effect on their work life.  Several 
participants stated they were “looking forward” to the software.  Common themes included: 
expected ease of use of the software, less manual work, and minimal issues with the menus and 
recipes. 
 The questionnaire assessed foodservice employees’ agreement to the statement ‘I very 
much liked the idea of automating the diet office.’ Employees responding strongly agreeing or 
agreeing with this statement was 59 of 85 employee responses (69%).  The questionnaire also 
asked if the employees felt they ‘had enough chances to learn the software before “going-live”’.  
Twenty-one out of 77 employees (27%), strongly agreed or agreed with the statement.  
Indicating a majority of the respondents needed more opportunity to be trained on the software 
before “go-live”.  
Research objective 3) Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software. 
Barriers and facilitators to the implementation process were identified through the 
interviewing of 27 individuals who were involved with the software implementation or worked 
directly with the software.  Barriers identified included: a poorly defined vision; a lack of support 
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including tools, resources, and staffing; a deficiency of skills and knowledge; the implementation 
timeline; the building of the software data files; a lack of necessary equipment; employee 
emotional barriers; the functionality of the software; the written division menu; and departmental 
barriers.  Some of the barriers were noted to be present at all five case study sites, such as the 
need for a vision and issues with the functionality of the software and menu issues.  Other 
barriers were not noted at all of the sites.  For example, a deficiency of skills and knowledge was 
noted in four of the five sites.  The site not noting a deficiency in the diet office skills and 
knowledge was using an earlier version of the software prior to the mandatory implementation of 
the new division software. 
Processes that were identified as facilitating the implementation of the software included: 
leadership; a commitment of the employees to the patients, cheerleading, registered dietitians 
being engaged in the process, awareness, management of the process, and employee 
characteristics; ability of the diet office staff to learn; and tools and resources that were available.  
Leadership was noted in the literature as an essential component to managing change (Ely, 2009) 
and it was evident in this study that strong leadership assisted in moving the implementation 
process forward. 
Unique to hospital foodservices software implementation was the how involvement of 
registered dietitians had on facilitating the process.  Through the analysis of the interviews, there 
was an obvious difference between diet offices with high involvement of the hospital dietitians 
(including clinical and administrative dietitians) versus sites with low involvement of the 
hospital dietitians. Site 3 and Site 5 had registered dietitians that were very involved in the 
implementation of the software.  Both sites experienced difficult implementations; however, the 
foodservice directors and the employees at both sites praised the assistance the registered 
163 
 
dietitians provided through the implementation, as well as their ability to modify and change 
specific processes to improve the diet office handling of the change to the software.  Sites 2 and 
4 had minimal registered dietitian assistance with the implementation.  Though the two sites 
were using the software, staff use and understanding of the software, as observed by the PI, was 
not as comprehensive as those with the dietitians deeply involved in the implementation.   
Research objective 4) Determine how employees of the departments perceived the 
communication provided prior to and during software implementation? 
The communication that had the most impact during the implementation of the software 
was communication related to training.  Two training methods were used, one utilized electronic 
media via video conferencing to conduct training.  The second method was face-to-face training 
that took place immediately prior to the software being used for the first time.  The face-to-face 
training was conducted one day prior to the software “going live” and most employees had one 
eight hour day of face-to-face training. 
The video conferencing training was largely seen as ineffective by the end users.  Many 
complaints regarding the electronic media training were stated during interviews.  Common 
issues included: no overview of the software and use was provided; the training was very broken 
up and segmented; the training was not at the appropriate level for the audience; and the 
audience did not know enough about the process to ask necessary questions.   
The face-to-face training was perceived as useful and the diet clerks appreciated the 
opportunity to work with the software prior to using the software in the diet office.  The most 
discussed issues with the face-to-face training was the timeframe in which it was delivered.  The 
majority of the interviewed participants stated their opinion that eight hours of face-to-face 
training was not adequate.  Several voiced concerns that the training felt rushed and important 
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information necessary to operate a diet office effectively was not able to be covered in the time 
allotted for the fact-to-face training. 
Research objective 5) Identify the benefits and disadvantages related to the use of the 
specialized foodservice software the department employees and department leadership perceived 
post implementation? 
As a part of the interview process, participants were asked what they viewed as benefits 
and disadvantages related to the implementation of the software.  The benefits and disadvantages 
of the software mirrored each other with one exception.  The reports the software provided were 
only discussed as an advantage.  The advantages of the implementation of the software into the 
department included: improved patient satisfaction, improved quality, assisted in improving 
patient safety, improvement in daily work life; the user-friendliness of the software; skills and 
knowledge gained secondary to the implementation; a vast database present in the software; and 
new reports provided by the software. Disadvantages that were noted included: more potential 
for decreasing patient satisfaction, decrease in the quality of the service provided, new patient 
safety issues, decreased employee satisfaction, poor user-friendliness of the software, increased 
need of specific skills and knowledge to be able to perform the diet clerk position, and issues 
with the database. 
Each foodservice department was unique and the specific operations of each department 
influenced the implementation and the employees’ perception of the process and results.  For 
example, participants at Sites 2, 3, 4, and 5 observed that the skill set and knowledge necessary 
to perform the diet clerk position changed once the software had been implemented.  It was a 
struggle to train and build the needed skills and knowledge while undergoing the implementation 
and in some instances, diet clerks lost their positions because they had become incompetent.  
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This was described as a disadvantage to the implementation of the software; however, through 
the reports generated and how the software processed menus, the software also proved to be a 
mechanism that helped employees learn more about different diets; for example which foods 
were not allowed on a renal diet.  The diet clerks would see food items, such as pecan pie 
removed from a renal diet, those curious would ask questions of the dietitians to explain the 
reasoning.  
Research objective 6) Determine the effect the addition of specialized hospital 
foodservice software had on patient satisfaction as measured through the Press-Ganey® 
HCAHPS survey? 
From the data acquired, there was no overall improvement in patient satisfaction 
following the software implementation.  Four of the five foodservice departments experienced a 
drop in Press-Ganey® scores.  Four of the five foodservice departments experienced their patient 
satisfaction scores rebound close to previous levels.  As a part of the implementation of the 
software, all the menus at the different hospitals became standardized.  It was noted that the 
variance between the foodservice department with the highest patient satisfaction score and the 
department with the lowest patient satisfaction score decreased.  Patient satisfaction scores 
(percentage of patients rating the quality of food very good) for the five different hospitals pre-
implementation ranged from an average high (average of first and second quarter pre-
implementation) of 44.25% to an average low of 23.45% for a range of 20.8 percentage points.  
Post-implementation scores ranged from an average high of 38.55% to an average low of 25.80% 
for a range of 12.75 percentage points. 
Research objective 7) Identify the modifications to procedures diet office personnel 
adopted post-implementation and why. 
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The most prevalent modification made to the foodservice department operations was 
instituting a method to check the software system against the hospital system to reduce potential 
errors.  The five sites discussed struggles they had during the initial startup of the software and 
instances of patients not receiving trays or receiving the wrong trays.  Three of the five sites 
added a step in their diet office process which had them check the patient meal tickets generated 
by the foodservice software against the patient list of current diets in the hospital system. 
Research objective 8) Determine what is the attitude of hospital foodservice employees 
toward the perceived benefit and adoption of technology for personal and work use? 
 Technology readiness was assessed for 103 participants using the TRI 2.0 10-item index.  
The mean TRI 2.0 10-item index score  was 3.28 + .483.  TRI scores ranged from a high of 4.71 
to a low score of 1.50.  For comparison, the mean score for the TRI 2012 National Technology 
Readiness survey was 3.02 + .61.  The 2012 National Technology Readiness surveys were 
randomly sent to a cross-section of 2,500 U.S. households.  A total of 354 usable surveys were 
returned and analyzed (Parasuraman & Colby, 2015).   
The foodservice employees in this study indicated they were not early adopters of 
technology within their circle of friends (M = 2.72).  Respondents’ responses trended toward 
agreeing with the statement that ‘Technology gives me more freedom of mobility’ (M = 3.94). 
The respondents also trended toward agreeing with the statements ‘I keep up with the newest 
technology in my areas of interests’ (M =3.80) and ‘technology makes me more productive in 
my life’ (M =3.74).  Results indicate the hospital foodservice employees see the benefits 
associated with technology and take interest in technology specific to them and their lives. They 
are typically not the first adopters of new technology. 
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Conclusions and Practical Recommendations 
 This study took an in-depth look at the implementation of specialized hospital 
foodservice software in five different hospitals.  Similarities and differences between the 
hospitals as related to the implementation were observed.  The lack of a clear vision for this 
implementation project resulted in variation in the use of the software and diet office operations 
from site to site.  The lack of vision resulted in confusion, stress and to some extent fear.  The 
need for a vision is well documented in the literature as essential in managing change.  This need 
was evident in hospital foodservice just as it is needed in other organizations. 
 Diet clerks working in manual diet offices often were positive about wanting the 
automation of the diet offices, though they did indicate trepidation regarding their computer 
skills; all but one diet clerk interviewed thought automation would be a positive move.  Skills 
and knowledge of the diet clerks did become an issue during the implementation process, diet 
clerks at two sites moved to non-diet office positions.  The FNS director(s) concluded that the 
former diet clerks could not competently perform the position.  Thus the base knowledge and 
skill level required of the diet clerks changed as a result of the implementation.  Based on this 
research a recommendation would be to develop a skill assessment tool and complete a skill 
assessment prior to an implementation.  The skill assessment would benefit directors and diet 
office supervisors in managing the process and assessing personnel in the diet office. 
 Through observation, it was noted that the addition of the registered dietitian (including 
clinical and administrative dietitians) in the implementation process influenced the 
implementation process and outcomes.   Inclusion of the dietitians resulted in a better 
understanding of the software and inner workings of the diet office by the diet office employees 
and the dietitians.  Including clinical dietitian staff as a part of the implementation team 
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overseeing a change in a hospital foodservice department would be recommended, especially 
change related to the diet office and patient services.  The clinical dietitians offer a perspective 
and experience that would often be a valuable addition to the team. 
 The training process failed the end users of the software.  The internet based training was 
perceived to be segmented and did not provide the information desired by the users.  The diet 
clerks indicated the training was incomplete, rushed, and not long enough.  The diet clerks did 
not have time to ‘play’ with the software prior to the software being implemented.  No method to 
assess competency was in place to ensure the diet clerks had a clear understanding of what was 
expected of them in relation to using the software.  Several sites felt abandoned by the trainers 
because they did not feel they had a full understanding of how to run the diet office prior to the 
trainers leaving.  
 The use of web-based training needs to be strategic and mindful of the audience receiving 
the training.  The diet office staff gravitated toward the hands-on training.  A simulation program 
running the software and allowing the diet office staff to practice using the program may prove 
to be an economical and beneficial solution.  The time frame of this implementation did not lend 
itself to adding additional days of training, though the diet clerks indicated they did not feel 
ready to use the software at the end of the software company’s training process.  The need for a 
competency related to the use of the software may be a useful tool to be added into the training 
process. 
 The implementation of the software was mandatory for each of the departments, though 
the implementation of the order management module was not mandatory.  When probed during 
interviews as to why the software was not being utilized for procurement, all five of the FSDs 
indicated they were happy with the processes they had in place.  Given the discussed issues with 
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the software data and menus, this may indicate a lack of trust in the software by the FSDs, an 
unwillingness to convert a process they are comfortable using, and satisfaction with the 
outcomes to a software solution in which they question the value and use for procurement 
processes. 
 The foodservice employees had an average TRI score, although not early adopters of 
technology, they appeared to be ready to adopt technology and 69% of respondents indicated 
they liked the idea of automating the diet office.  Thus the difficulty, of the implementation as 
discussed by the interview participants was not from a lack of desire to change or a fear of 
technology, but rather a poorly designed process to implement (i.e. inadequate training, lack of 
vision, and a poor assessment of diet clerk skills).  Thus, adequate one-on-one training was 
needed as-well-as a clear vision and a means to accurately assess the skills needed of diet clerks 
would have helped improve this process.   
Additional techniques to improve the implementation process include inclusion of the 
clinical dietitians in the process and evident leadership throughout.  The diet clerks pointed to 
individuals, such as the clinical dietitians and department leaders who were present with them in 
the diet office during the implementation as motivators and safety nets.  They identified the need 
for leadership to understand how this process was effecting them and to be by their side. 
Limitations of the Study 
 This study only included hospital foodservice departments belonging to one division 
within a large for-profit hospital corporation.  Though the departments studied varied in size and 
diet office procedures, it did not include all sizes and types of hospital foodservice departments, 
thus it is not appropriate to generalize these findings.   
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 There are several software programs that are used to assist diet office operations.  This 
study followed only one software program implementation.  Thus, the process of training and 
implementation may be different with other software and software companies. 
 This study used participant interviews as one method to gather data.  The interviews 
occurred four to six months post-implementation.  Questions were asked in sequence of pre-
implementation, to the actual implementation, to post-implementation to help the interviewees 
remember the experience; however, because of the time from the event to the interviews, there 
may have been memories lost or changed overtime.   
Care was taken to have multiple researchers review the transcripts and agree on codes 
and themes, the PI was the only observer of the diet offices.  The PI has a long history of 
working as a hospital foodservice director, which helped in gaining access to the foodservice 
departments and understands the operations of the departments; however, it may have also 
influenced her interpretation of the observations. 
Recommendations for Future Research 
 Future research could follow implementation of specialized software in non-profit 
hospitals as well as a stand-alone implementation, not part of a division initiative.  Other diet 
office software program implementations could be studied to see if similar issues are noted.  
Change management not related to the diet office, but in other areas of hospital foodservice, 
could be studied to see if similar observations and results are found.  Future research could 
follow another division of hospitals within the same healthcare company undergoing the same 
implementation; however, implementing some or all of the recommendations from this study to 
determine if those practices led to an improved process would further expand the literature. 
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INFORMED CONSENT 
INFORMED CONSENT DOCUMENT 
Questionnaire and Interview 
 
Title of Study:  Implementation of Specialized Software in Hospital Foodservice 
Departments 
 
Investigators:  Ann Embry, PhD. Candidate; Susan W. Arendt, PhD. 
 
This form describes a research project. It has information to help you decide whether or not you 
wish to participate. Research studies include only people who choose to take part—your 
participation is completely voluntary. Please discuss any questions you have about the study or 
about this form with the project staff before deciding to participate.   
 
Introduction 
 
The purpose of this study is to investigate the implementation of specific software designed for 
hospital foodservices.  The primary researcher will determine what elements affect the 
acceptance and use of the software and what, if any, effect implementation of the software has on 
foodservice department operations.   
 
You are being invited to participate in this study because you were directly involved with the 
implementation of specialized software in hospital foodservice or directly impacted by the 
software implementation. 
 
Description of Procedures 
 
If you agree to participate in this study, you will be asked to complete a paper survey which will 
take approximately 10 minutes of your time and a one-on-one interview which will take 
approximately one hour of your time.  During the interview you should expect the following 
interview procedures:  you will be asked questions and engage in a dialog with the interviewer, 
notes will be taken by the interviewer. 
 
The interview will be recorded using a digital recorder.  All recordings will remain strictly 
confidential and not shared with any of your peers or supervisors.  Only the researchers and 
interview transcriber(s) will have access to the recorded interviews. 
 
Risks or Discomforts 
 
This study places you at little to no risk.  The probability of harm anticipated is no greater than 
what you would encounter in everyday life. 
 
Benefits 
174 
 
 
APPENDIX B.  
 
INFORMED CONSENT 
 
If you decide to participate in this study, there will be no direct benefit to you.  It is hoped that  
the information gained in this study will generate knowledge that may improve the adoption of 
an innovation from a hospital foodservice operation perspective and employee work life 
perspective. 
 
Costs and Compensation 
 
You will not have any costs from participating in this study. You will not be compensated for 
participating in this study.  
 
Participant Rights  
 
Your participation in this study is completely voluntary.   You may choose not to take part in the 
study or to stop participating at any time, for any reason, without penalty or negative 
consequences.  You can skip any questions that you do not wish to answer.  
 
If you have any questions about the rights of research subjects or research-related injury, please 
contact the IRB Administrator, (515) 294-4566, IRB@iastate.edu, or Director, (515) 294-3115, 
Office of Responsible Research, Iowa State University, Ames, Iowa 50011. 
 
Confidentiality 
 
Records identifying participants will be kept confidential to the extent permitted by applicable 
laws and regulations and will not be made publicly available. However, federal government 
regulatory agencies, auditing departments of Iowa State University, and the Institutional Review 
Board (a committee that reviews and approves human subject research studies) may inspect 
and/or copy your records for quality assurance and data analysis. These records may contain 
private information.  
 
To ensure confidentiality to the extent permitted by law, the following measures will be taken: 1) 
interview responses will remain completely anonymous and no identifiers will be used; 2) only 
the identified researchers will have access to the research records; and 3) research records will be 
kept in a locked office or an a password protected personal computer. If the results are published, 
your identity will remain confidential. 
 
Questions 
 
You are encouraged to ask questions at any time during this study.  
For further information about the study contact:  
Ann Embry, 270.780.0118 or Susan Arendt, 515.294.7575 
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INFORMED CONSENT 
 
Consent and Authorization Provisions 
 
Your signature indicates that you voluntarily agree to participate in this study, that the study has 
been explained to you, that you have been given the time to read the document and that your  
questions have been satisfactorily answered. You will receive a copy of the written informed 
consent prior to your participation in the study.  
 
 
____________________________________________________ 
Participant‘s Name (printed) 
 
 
 
_________________________________________   _____________  
(Participant‘s Signature)      (Date) 
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APPENDIX C.  
 
RESEARCH SITE CHARACTERISTICS 
 
 
Table 1: Site Characteristics 
 Hospital 
Sizeª 
Director’s 
Credent-
ialsᵇ 
Partici-
pantsᵇ 
Purchasing 
Program 
Menu Service 
Pre-
Implement-
ation 
Menu Service 
Post-
Implement-
ation 
Diet Office 
Pre-
Implement
ation 
Process 
Site 1 Large Registered 
Dietitian 
1 FSD 
1 RD 
1 DO 
2 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Combination 
of room 
service and 
traditional 
trayline 
Added 
additional 
room service 
areas; 
continued 
with 
traditional 
trayline 
Automated  
Site 2 Small CDM 1 FSD 
2 RD 
1 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Provided 
menus for 
patients to 
order, but 
operated 
traditional 
trayline 
Provided 
menus for 
patients to 
order, but 
operated 
traditional 
trayline 
Manual 
Site 3 Medium Execu-
tive Chef 
1 FSD 
2 RD 
1 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Traditional 
Trayline 
Traditional 
Trayline; 
Spoken Menu 
Manual 
Site 4 Medium CDM; 
MBA 
1 FSD 
1 RD 
1 DO 
2 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Traditional 
Trayline 
Traditional 
Trayline 
Manual 
Site 5 Large CDM 1 FSD 
2 RD 
1 DO 
2 DC 
Contracted 
Purchasing 
agreement; 
electronic 
ordering with 
primary vendor 
software 
Room Service Traditional 
Trayline 
Automated 
with a call 
center. 
ª Category I = 0 – 149 beds; Category II = 150 – 249 beds; Category III = 250+ beds 
ᵇCDM=Certified Dietary Manager; MBA= Masters in Business Administration; FSD = 
Foodservice director; RD = Clinical dietitian; DO = Diet office supervisor; DC = Diet clerk 
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DIRECT OBSERVATION FIELD NOTES FORM 
 
 Date _______________________,  Start time: ______________ End Time: ___________,  
 
Facility Code____________________ Participant Pseudonym _____________________ 
 
Place of observation: _______________________ Observation Code____________________  
 
Give specific facts, numbers, and details of what is happing during the observation time (record 
time for each entry)  
 
 
 
 
 
 
Describe sensory impressions: sights, sounds, textures, smells, taste  
 
 
 
 
 
Record employee responses to the observer (record time for entry) 
 
 
 
 
 
 
Record specific words, phrases, summaries of conversations, and insider language (record time 
for each entry) 
 
 
 
 
 
Questions about people or behaviors at the site for future investigation 
 
 
 
 
Observation code__________________________ Page Number_____________________ 
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QUESTIONNAIRE PAGE 2 
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QUESTIONNAIRE PAGE 3 
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QUESTIONNAIRE PAGE 4 
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QUESTIONNAIRE PAGE 5 
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TRI 2.0 PERMISSION TO USE 
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QUESTIONAIRE RESULTS NOT REPORTED IN CHAPTERS FOUR AND FIVE 
 
Table 2 
Second Section of Questionnaire Descriptive Statistics 
Survey Question N Meanª 
Std. 
Deviation 
The technology used in our department is vital to our operations 100 4.24 .77 
I think knowing how to use a computer is essential in the 
workplace 
98 4.14 .83 
I am willing to use technology in all aspects of my work duties 
when appropriate 
96 4.03 .88 
Using computers makes it harder to do my jobª 94 3.95 .90 
Automating the diet office was the right choice for the 
department 
94 3.91 .93 
Computers improve how effectively I can do my job 100 3.89 1.01 
Computers in the kitchen allows tasks to be accomplished more 
quickly 
98 3.87 .94 
Learning to use computers at work was easy for me 91 3.85 .94 
I want to learn more about how to use a computer 97 3.80 .92 
Using a computer improves the quality of work I do 95 3.71 1.10 
Using computers gives me more control over my work 96 3.62 1.02 
Computers improve my job performance 97 3.56 1.05 
Computers do not help me to do my job betterª 92 3.50 1.18 
There are more drawbacks of using computers in the diet office 
than advantages 
95 3.47 1.11 
I feel pressured to learn more about computers because I 
have to use them at workª 
100 3.33 1.21 
I am not required to use a computer when I work 95 2.57 1.35 
ª Bolded questions are negatively phrased questions and were reversed coded when entered into 
SPSS.  The means reported were calculated using the reverse coded data. 
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QUESTIONAIRE RESULTS NOT REPORTED IN CHAPTERS FOUR OR FIVE 
 
Table 3  
Third Section of Questionnaire Descriptive Statistics 
Survey Question N Meanª 
Std. 
Deviation 
I very much liked the idea of automating the diet office 85 3.86 .98 
I would have no difficulty telling others about the results of 
using [the software] 
82 3.78 .90 
I would have no difficulty telling others about the problems of 
using [the software] 
87 3.67 .92 
Adding [the software] has improved how patient meal tickets are 
prepared 
86 3.62 1.19 
The addition of the computer generated tally sheets has helped 
me to do my job 
78 3.54 1.11 
The addition of [the software] was essential 84 3.51 1.12 
I would recommend [the software] as a diet office solution 89 3.49 1.09 
Overall, I believe [the software] is easy to use. 81 3.47 1.02 
The use of [the software] in the diet office is not compatible 
with my jobª 
81 3.41 1.13 
[the software] fits well with the way I like to work 85 3.35 .96 
Using [the software] fits into how I like to work 87 3.34 .96 
The Cafeteria functions have improved since adding/updating 
[the software] 
80 3.25 1.15 
I believe it is easy for me to get [the software] to do what I want 
it to do. 
84 3.20 .98 
I prefer how the diet office operated prior to [the software]ª 79 2.97 1.22 
I had enough chances to learn [the software] before "Go-Live". 77 2.84 1.08 
ª Bolded questions are negatively phrased questions and were reversed coded when entered into 
SPSS.  The means reported were calculated using the reverse coded data. 
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QUESTIONAIRE RESULTS NOT REPORTED IN CHAPTERS FOUR AND FIVE 
 
Table 4 
Frequencies: Second Section of the Questionnaire 
Survey Question N Strongly 
Agree 
Agree Neutral Dis- 
Agree 
Strongly 
Disagree 
N/A 
I feel pressured to learn more about 
computers because I have to use them at 
work. 
102 7 23 17 36 17 2 
Computers improve how effectively I can 
do my job. 
102 32 38 18 11 1 2 
I am not required to use a computer when 
I work 
101 7 25 11 24 28 6 
Using a computer improves the quality of 
work I do. 
100 26 35 17 15 2 5 
Using computers gives me more control 
over my work. 
101 21 34 26 14 1 5 
Computers improve my job performance 
 
102 20 33 27 15 2 5 
Using computers makes it harder to do my 
job. 
98 1 8 10 51 24 4 
Learning to use computers at work was 
easy for me. 
97 25 35 24 6 1 6 
I am willing to use technology in all 
aspects of my work duties when 
appropriate. 
100 30 46 14 5 1 4 
Computers do not help me to do my job 
better. 
99 6 15 17 35 19 7 
I think knowing how to use a computer is 
essential in the workplace. 
100 37 42 16 2 1 2 
I want to learn more about how to use a 
computer. 
102 24 38 28 6 1 5 
The technology used in our department is 
vital to our operations. 
101 42 42 14 2 0 1 
Computers in the kitchen allows tasks to 
be accomplished more quickly. 
101 25 46 17 9 1 3 
Automating the diet office was the right 
choice for the department. 
102 27 39 24 1 3 8 
There are more drawbacks to using 
computers in the diet office than 
advantages. 
102 6 12 24 37 16 7 
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QUESTIONAIRE RESULTS NOT REPORTED IN CHAPTERS FOUR AND FIVE 
 
Table 5 
Frequencies: Third Section of the Questionnaire 
Survey Question N Strongly 
Agree 
Agree Neutral Dis- 
Agree 
Strongly 
Disagree 
N/A 
Using [the software] fits into how I like to 
work. 
100 9 30 33 12 3 13 
I would have no difficulty telling others 
about the problems of using [the software] 
102 15 39 23 9 1 15 
I believe it is easy for me to get [the 
software] to do what I want it to do. 
100 4 33 28 14 5 16 
I had enough chances to learn [the 
software] before “Go-Live” 
100 3 18 32 12 12 23 
I prefer how the diet office operated prior 
to [the software]. 
100 12 15 23 21 8 21 
[The software] fits well with the way I 
like to work. 
101 7 34 30 10 4 16 
Overall, I believe [the software] is easy to 
use. 
98 12 31 24 11 3 17 
I would have no difficulty telling others 
about the results of using [the software] 
100 17 38 20 6 1 18 
I very much liked the idea of automating 
the diet office. 
101 23 36 20 3 3 16 
The addition of the computer generated 
tally sheets has helped me to do my job. 
101 16 28 20 10 4 23 
Adding [the software] has improved how 
patient meal tickets are prepared. 
102 22 30 20 7 7 16 
The use of [the software] in the diet office 
is not compatible with my job. 
102 5 12 23 27 14 21 
The addition of [the software] was 
essential. 
99 16 31 23 8 6 15 
The cafeteria functions have improved 
since adding/updating [the software]. 
102 9 28 27 6 10 22 
I would recommend [the software] as a 
diet office solution. 
101 13 39 23 7 7 12 
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RECRUITMENT/GATE KEEPER EMAIL FOR FANS DEPARTMENT DIRECTORS 
 
The email will be sent to five FANS department directors employed at five hospitals that 
are part of a 17 hospital division within a hospital corporation.  I have a professional relationship 
with each director and a level of familiarity with each director.  I have called or emailed each 
individual director for advice or feedback during my tenure as a FANS director within the same 
division of hospitals.  I will send a separate email to each director following the principles of the 
recruitment script below. 
 
Dear ______________________ (name of FANS director) 
 
As you know, I have been working on my PhD through Iowa State University and am asking 
your permission to conduct my research study at your hospital.  The purpose of this research 
study is to investigate the implementation of specific software designed for hospital 
foodservices.  You are being invited to participate in this research because of your recent 
involvement in the implementation of [the software] in your department.  My major professor 
and I discussed the attributes of all the Tristar hospitals and have selected your department as a 
site where we would like to investigate this implementation.  Each hospital has unique 
characteristics and the variety of the different sites will add to the context and generalization of 
the study to hospital foodservices. 
 
The study will consist of me coming into your facility and interviewing you, your diet office 
staff, clinical dietitians, and your supervising person over the diet office/patient meal service.  I 
would also like to observe the diet office and department operations for two-three hours while I 
am on site.  I will also need access to financial, quality assurance, and patient satisfaction data 
for your department.  I would expect to be onsite at your facility for two – three work days.  If 
different staff work the weekend shift, I would like to come on a weekend day to interview those 
employees.  My goal is to disrupt the daily routine of your operation as little as possible, so your 
guidance as to good times to visit and conduct interviews would be most beneficial. 
 
I would like to come to your department during the month of _____________ (varies depending 
on facility).  If you could look at your calendar and see if there are two-three days that would 
work best for you, I would greatly appreciate it.  Once we have selected the dates I will be on 
site, I would like to send an email to your clinical dietitians asking them if they would be willing 
to participate in the research and provide you with a letter to give to your diet clerks asking them 
if they would be willing to participate.  If you could send me your dietitian’s emails that would 
be great.  Your employees’ participation is completely voluntary, if they do not want to 
participate, I will not continue to ask for their participation. 
 
To ensure confidentiality to the extent permitted by law, the following measures will be taken: 1) 
questionnaire responses, interview answers, and hospital financial, quality assurance, and patient 
satisfaction data will remain completely anonymous and no identifiers will be used; 2) only the 
identified researchers will have access to the research records; and 3) research records will be 
kept in a locked office or on a password protected personal computer. If the results are published,  
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your identity will remain confidential.  No identifying information will be shared with your 
peers, the division director, Tristar, or HCA.  This research study has been discussed with [Name 
Removed], Tristar Division FANS director and [Name Removed], Regional Director of Tristar 
Research Operation who have given their approval for the study to be conducted. 
 
If you could email me back as to whether you will allow this study to be conducted in your 
department, I would appreciate it.  We can then work together to get everything scheduled.  It is 
hoped that the information gained in this study will help generate knowledge that may improve 
the adoption of an innovation from a hospital foodservice operation perspective and employee 
work life perspective. 
 
Thank you and I await your response, 
 
Ann Embry 
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CLINICAL DIETITIAN/DIET OFFICE SUPERVISOR RECRUITMENT LETTER SEND VIA 
EMAIL 
 
Dear ______________________  
 
Hello, I would like to introduce myself.  My name is Ann Embry and I was a food and nutrition services director and 
registered dietitian for many years.  In 2012, I went back to college to work on my PhD through Iowa State 
University.  I am currently working on a research project regarding hospital foodservice and innovation. The 
purpose of this research study is to investigate the implementation of specific software designed for hospital 
foodservices.  You are being invited to participate in this research because of your recent involvement in the 
implementation of [the software] in your department.  I have a team of five professors helping to guide me through 
this project.  My major professor is Dr. Susan Arendt, who is also a RD and former hospital foodservice director.  
 
 The study will consist of me coming to _____________ (name of hospital).  I am asking you to take a survey and 
participate in an interview with me.  The survey will take approximately 10 minutes to complete and the interview 
will take about 45 minutes.  While I am at your hospital, I will observe the diet office and the foodservice 
department operations for two-three hours.  I will also be interviewing other personnel within the department.  My 
goal is to cause minimal disruption your daily routine. If you agree to participate, your guidance as to good times to 
visit and conduct an interview with you would be most beneficial.  If we could set up a time, that would be great.  I 
plan to be at your hospital on ___________________ (specific dates).  If you could email me whether or not you 
would be willing to participate and what date and time would work for you, I would be most appreciative. 
 
To ensure confidentiality to the extent permitted by law, the following measures will be taken: 1) questionnaire 
responses, interview answers, will remain completely anonymous and no identifiers will be used; 2) only the 
identified researchers will have access to the research records; and 3) research records will be kept in a locked office 
or on a password protected personal computer. If the results are published, your identity will remain confidential.  
No identifying information will be shared with your peers, your department director, the division director, Tristar, or 
HCA.  This research study has been discussed with [Name Removed], Tristar Division FANS director and [Name 
Removed], Regional Director of Tristar Research Operation who have given their approval for the study to be 
conducted. 
 
It is hoped that the information gained in this study will help generate knowledge that may improve the adoption of 
an innovation from a hospital foodservice operation perspective and employee work life perspective. 
 
Thank you and I await your response, 
 
Ann E. Embry, RD, LD      Susan W. Arendt, PhD., RD 
PhD. Candidate       Associate and Major Professor 
Iowa State University      Iowa State University 
aebudde@iastate.edu      sarendt@iastate.edu 
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Foodservice Department Director Interview Guide  
   
Participant (Pseudonym) ______________________ Date_________________________ 
 
Location (Facility Code) ________________________ 
Introduction of the researcher and team as appropriate as well as the research project. 
 
Obtain signed consent form(s) 
 
Stress confidentiality – no identifying information will be shared with division director, peers, 
hospital administrative team, hospital personnel. 
 
Document any pertinent information about how and where the interview is conducted. 
 
 
 
 
 
Introduction to the interview 
 
Thank you for agreeing to talk with me today, I would like to talk about [the software]. 
Beginning with how and when you first heard of [the software] to how you are using it today and 
how the process of bringing [the software] into the diet office transpired, I want to know what 
you thought and how you felt during the entire process (training, “go live”, and actual use). 
 
This will be a semi-structured interview, appropriate follow-up questions may be asked by the 
interviewer. 
 
Questions 
1. How many years have you been a FNS department director? (Opening/Introductory) 
 
2. Have you worked as a manager/director of a FNS department at another facility? (Follow 
up with size, job duties as appropriate) (Opening/Introductory)  
 
3. As a hospital foodservice director what are you passionate about? (Opening/Introductory) 
 
4. Are you or one of your dietitians responsible for the oversight of the diet office? 
(Opening/Introductory) 
 
5. Where you familiar with [the software] or foodservice software prior to this [the 
software] Implementation? (Opening/Introductory) 
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6. Did you visit a hospital or discuss [the software] with one of the other Tristar Directors 
who had gone through the [the software] implementation before you?  What did you learn 
through that contact? (RQ4)* 
 
Pre-implementation 
The next few questions refer to when you first heard of [the software] and how you and the 
department prepared for the diet office automation.   
 
7. Remembering back to when you first heard about the Tristar implementation of [the 
software] what were your thoughts at the time? (RQ3)  
 
8. Bringing [the software] into your department was a change; what did you do to get your 
department ready (RQ3)? 
 
9. How would you describe the communication you received from Tristar and [the software] 
regarding the [the software] implementation?(RQ5) 
 
Implementation Questions 
 
This next set of questions is about the week of onsite training by [the software] and the actual 
“go-live” of the [the software] software in the diet office.  Please remember back to that week 
and what was going on during that time as you answer these questions. 
 
10. During "Go Live", how would you assess your employees’ readiness? (RQ3) 
 
11. If you had to do the implementation again, what would you do differently to prepare for 
"go live"?(RQ3) 
 
12. What specific information about [the software] helped you get ready for the week of "Go 
Live"? (RQ5) 
 
13. What obstacles did you encounter during the implementation of [the software]?(RQ4) 
 
14. What information would you have liked to know but did not have prior to "Go Live"? 
(RQ5) 
 
Post-implementation Questions 
 
The next few questions refer to [the software] and your diet office/department operations as they 
are now. 
 
15. How has [the software] impacted patient services? (RQ2)  
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16. How has [the software] changed your departmental operations? (RQ2)  
 
17. Has the implementation of [the software] changed how you order food and supplies? 
(RQ2) 
 
18. What has been the biggest benefit to your department related to the implementation of 
[the software]? (RQ6) 
 
19. What has been the greatest challenge to your department related to [the software]? (RQ6) 
 
20. What, if any, changes in your department's financial operations can you attribute to [the 
software]? (RQ1) 
 
21. Describe any staffing changes you have made related to the implementation of [the 
software]? (RQ2) 
 
22. What employee or staffing issues related to the implementation of [the software] can you 
identify? (RQ4) 
 
23. If you were in charge of the division-wide implementation of [the software], what would 
you have changed?(RQ4) 
 
24. Please assess your overall satisfaction with the communication you received regarding 
the implementation from Division? [the software]? 
 
25. Was there any information you know now about [the software] that you feel should have 
been communicated to you differently?  (RQ5) 
 
26. What impact has [the software] had on identifying patients who have food allergies and 
identifying those foods that may not be appropriate?  (RQ8)  
 
27. Has the addition of [the software] changed your process as far as patient safety/patient 
identifiers are concerned? (RQ8)  If so, how? 
 
28. How do you think [the software] has impacted patient satisfaction?(RQ7) 
 
29. How has [the software] effected trayline operations?(RQ2) 
 
30. If [the software] was not a division initiative would you continue to utilize the software?  
Please explain. (RQ6) 
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31. How have you changed your diet office procedures today compared to the procedures put 
in place during "Go Live"?(RQ10) 
 
32. Why were these changes made?(RQ10) (F/U to 31) 
 
33. How did these changes happen?(RQ10) (F/U to 31) 
 
34. How might you envision using [the software] differently in the future compared to 
now?(RQ10) 
 
35. What do you feel are the biggest challenges in the diet office? Are these the same as they 
were before [the software] was implemented?(RQ2; RQ6) 
 
36. Why do you think [the software] was implemented? 
37. Are there any additional comments or information you feel is important for me to know 
about the changes in the diet office and the implementation of [the software]? 
 
 
*The RQ markers are for clarification purposes only.  The markers have been added to 
denote which Research Question(s) the interview question is guided by.  RQ markers will 
be removed on the interview protocols used during the study. 
 
Thank the director for his/her time. 
 
Questionnaire #___________________________ 
198 
 
APPENDIX K.  
DIET CLERK INTERVIEW GUIDE 
Diet Office Interview Guide  
       
Participant (Pseudonym) ______________________ Date_________________________ 
 
Location (Facility Code) ________________________ 
 
Introduction of the researcher and team as appropriate as well as the research project. 
 
Obtain signed consent form(s) 
 
Stress confidentiality – no identifying information will be shared with supervisors, director(s), 
hospital personnel. 
 
Document any pertinent information about how and where the interview is conducted. 
 
 
 
 
 
 
 
This will be a semi-structured interview, appropriate follow-up questions may be asked by the 
interviewer. 
 
Introduction to the interview 
 
Thank you for agreeing to meet with me today, I would like to take some time to talk 
about [the software]. Beginning with how and when you first heard of [the software] to how you 
are using it today and how the process of bringing [the software] into the diet office transpired.  I 
want to know what you thought and how you felt during the entire process (training, “go live”, 
and actual use).  I expect this interview will take about 1 hour, is that still okay with you? 
Questions 
 
1. How many years have you been a diet clerk? (Opening/Introductory question) 
2. What positions in a hospital kitchen have you worked besides diet clerking? 
(Opening/Introductory question) 
3. What do you like about being a diet clerk?  (Opening/Introductory question) 
4. What frustrates you as a diet clerk? (Opening/Introductory question) 
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Pre-implementation 
The next few questions are going to ask about when you first heard of [the software] and how 
you and your co-workers prepared for the diet office automation.   
 
5. How did you process patient menus prior to using [the software]? 
 
6. Remembering back to when you first heard about [the software] what were your thoughts 
at the time? (RQ3)* 
 
7. Before you started training on [the software], how did you think it was going to change 
your job? (RQ3) 
 
8. Explain to me how your supervisors/managers prepared you for the change to [the 
software]? (RQ3) 
 
9. How would you describe the communication you received regarding the [the software] 
implementation? (RQ5) 
 
Implementation Questions 
This next set of questions is about the week of onsite training by [the software] and the actual 
“go-live” of the [the software] software in the diet office.  Please remember back to that week 
and what was going on during that time as you answer these questions. 
 
10. When you went through "Go Live" how would you describe your readiness?  (RQ3) 
 
11. What could have been done to get you more ready for "go live"? (RQ3) 
 
12. What information about [the software] helped you to prepare for "Go Live"? (RQ5) 
 
13. What challenges did you encounter during the implementation of [the software]? (RQ4) 
 
14. What information would you have liked to know, but did not, prior to "Go Live"? (RQ5) 
 
Post-implementation Questions 
The next several questions refer to [the software] and your diet office/department operations 
as they are now. 
 
15. How has [the software] changed your job?     
 
16. How does this compare to what you expected would happen? (Follow-up to question 15) 
(RQ3) 
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17. What has been the effect of [the software] on patient trayline operations? (RQ2)  
 
18. What is your opinion regarding these changes? (RQ2)  
 
19. How has [the software] changed diet office procedures? (RQ2)  
 
20. Please explain to me what steps you take to manage and make the tray slips for the 
patients? 
 
21. What is the biggest benefit to the diet office related to [the software]? (RQ6) 
 
22. What is the greatest challenge you have had since [the software] has been in place? 
(RQ6) 
 
23. What elements of the [the software] Implementation would you change after going 
through this experience? (RQ4) 
 
24. What impact has [the software] had on identifying patients who have food allergies and 
identifying those foods that may not be appropriate? (RQ8)  
 
25. Has the addition of [the software] changed your process as far as patient safety/patient 
identifiers are concerned? (RQ8) If so, how? 
 
26. How was your director involved in your transition from your previous diet office 
operation to [the software]? 
 
27. How have you changed what you do in the diet office today compared to what the [the 
software] trainer instructed you to do during "Go Live"? (RQ10) 
 
28. Why were these changes made? (Follow-up to question 27) (RQ10) 
 
29.  What was the process by which these changes happened? (Follow-up to question 27) 
(RQ10) 
 
30. Do you envision that you will use [the software] the same way next year, as you do 
today? (RQ10) 
 
31. What was the most difficult part of going from your old system of making patient meal 
tickets to the current process? (RQ3)   
 
32. How do your cooks and salad makers know what to make for your patients?   
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33. How is this process different since [the software] Implementation? (RQ2) (Follow up to 
question 32) 
 
34. What do you feel are the biggest challenges you deal with in the diet office? Are these the 
same as they were before [the software] was implemented? (RQ2) 
 
35. What are your concerns regarding the diet office at this time? (RQ10) 
36. Why do you think [the software] was implemented? 
37. Are there any additional comments or information you feel is important for me to know 
about the changes in the diet office and regarding [the software]? 
 
 
 
 
*The RQ markers are for clarification purposes only.  The markers have been added to 
denote which Research Question(s) the interview question is guided by.  RQ markers will be 
removed on the interview protocols used during the study. 
 
 
 
 
 Thank the diet clerk for his/her time! 
 
 
 
 
Questionnaire #____________________________________ 
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Participant (Pseudonym) ______________________ Date_________________________ 
 
Location (Facility Code) ________________________ 
 
Introduction of the researcher and team as appropriate as well as the research project. 
 
Obtain signed consent form(s) 
 
Stress confidentiality – no identifying information will be shared with division director, peers, 
hospital administrative team, hospital personnel, department director. 
 
 
Document any pertinent information about how and where the interview is conducted. 
 
 
 
 
 
 
 
 
 
This will be a semi-structured interview, appropriate follow-up questions may be asked by the 
interviewer. 
 
Questions 
1. How many years have you been a Registered Dietitian? (Opening/Introductory question) 
2. Have you worked as a RD at another facility? (Follow up with size, job duties as 
appropriate) (Opening/Introductory question) 
 
3. As a hospital dietitian what are you passionate about? (Opening/Introductory) 
4. Where you familiar with [the software] or a foodservice software prior to this [the 
software] Implementation? (Opening/Introductory question) 
 
5. Did you visit a hospital or speak with one of the other Tristar Dietitians/Directors that 
went through the [the software] implementation before you?  What did you learn through 
that contact? (RQ4)* 
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Pre-implementation 
 
The next few questions are going to ask about when you first heard of [the software] and how 
you and the department prepared for the diet office automation.   
 
6. Remembering back to when you first heard about the Tristar implementation of [the 
software] what were your thoughts at the time? (RQ3)  
 
7. Before you started training on [the software] how did you think the implementation was 
going to change the diet office? (RQ3) 
 
8. Adding [the software] to the department was a change; what was your part in helping to 
get ready? (RQ3) 
 
9. How would you describe the communication you received regarding the [the software] 
implementation? (RQ5) 
 
Implementation Questions 
 
This next set of questions is about the week of onsite training by [the software] and the actual 
“go-live” of the [the software] software in the diet office.  Please remember back to that week 
and what was going on during that time as you answer these questions. 
 
10. During "Go Live", how would you assess the diet office employees’ readiness? (RQ3) 
 
11. If you had to go through the implementation again, what would you do differently to 
prepare for "go live"? (RQ3) 
 
12. What specific information about [the software] helped you get ready for the week of "Go 
Live"? (RQ5) 
 
13. What obstacles did you encounter during the implementation of [the software]? (RQ4) 
 
14. What information would you have liked know, but did not, prior to "Go Live"? (RQ5) 
 
Post-implementation Questions 
 
The next few questions refer to [the software] and your diet office/department operations as 
they are now. 
 
15. What elements of the [the software] Implementation process would you have changed? 
(RQ4) 
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16. How has [the software] impacted patient services? (RQ2)  
 
17. How has the addition of [the software] changed the diet office? (RQ2) 
 
18. What has been the biggest benefit related to the automation of the diet office? (RQ6) 
 
19. What has been the greatest challenge related to [the software]? (RQ6) 
 
20. Describe any staffing changes you have made related to the automation of the diet office? 
(RQ2) 
 
21. What staff related issues related to the implementation of [the software] can you identify? 
(RQ4) 
22. Did you feel like you received adequate information regarding [the software] from your 
director? [the software]? (RQ5) 
 
23. Was there any information you know now about [the software] that you feel should have 
been communicated to you differently?  (RQ5) 
 
24. As a dietitian, how do you use [the software] during your work day? 
 
25. What impact has [the software] had on identifying patients who have food allergies and 
identifying those foods that may not be appropriate?  (RQ8)  
 
26. Has the implementation of [the software] provided a better method to use two patient 
identifiers during tray delivery? 
 
27. How do you think [the software] has impacted patient satisfaction? (RQ7) 
 
28. How has [the software] effected trayline operations? (RQ2) 
 
29. If [the software] was not a division initiative would you continue to utilize the software?  
Please explain. (RQ6)  
 
30. How have you changed your diet office procedures today compared to the procedures put 
in place during "Go Live”? (RQ10)  
 
31. Why were these changes made? (RQ10) (F/U to 29) 
 
32.  How did these changes happen? (RQ10) (F/U to 29) 
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33. How might you envision using [the software] differently in the future compared to now? 
(RQ10) 
 
34. What do you feel are the biggest challenges in the diet office? Are these the same as they 
were before [the software] was implemented? (RQ2) 
 
35. Why do you think [the software] was implemented? 
 
36. Are there any additional comments or information you feel is important for me to know 
about the changes in the diet office and [the software]? 
 
*The RQ markers are for clarification purposes only.  The markers have been added to 
denote which Research Question(s) the interview question is guided by.  RQ markers will be 
removed on the interview protocols used during the study. 
 
Thank the dietitian for his/her time. 
 
 
 
Questionnaire #_________________ 
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Participant (Pseudonym) ______________________ Date_________________________ 
 
Location (Facility Code) ________________________ 
 
Introduction of the researcher and team as appropriate as well as the research project. 
Obtain signed consent form(s) 
 
Stress confidentiality – no identifying information will be shared with division director, peers, 
hospital administrative team, hospital personnel, department director. 
 
Document any pertinent information about how and where the interview is conducted. 
 
 
 
 
 
 
This will be a semi-structured interview; appropriate follow-up questions may be asked by the 
interviewer. 
1. How many years have you been a Registered Dietitian? (Opening/Introductory question) 
2. Have you worked as a RD at another facility? (Follow up with size, job duties as 
appropriate) (Opening/Introductory question) 
3. As a hospital dietitian what are you passionate about? (Opening/Introductory) 
4. Where you familiar with [the software] or foodservice software prior to this [the 
software] Implementation? (Opening/Introductory question) 
 
5. Did you visit a hospital or speak with one of the other Tristar Dietitians that went through 
the [the software] implementation before you?  What did you learn through that contact? 
 
Pre-implementation 
 
The next few questions are going to ask about when you first heard of [the software] and 
how you and the department prepared for the diet office automation.   
 
6. Remembering back to when you first heard about the Tristar implementation of [the 
software] what were your thoughts at the time? (RQ3)* 
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7. How would you describe the pre-implementation communication you received regarding 
[the software] and the implementation of the software? (RQ5) 
 
8. What information during the training phase and pre-implementation phase was most 
helpful in getting you ready for "Go Live"? (RQ5) 
 
Implementation Questions 
 
This next set of questions is about the week of onsite training by [the software] and the actual 
“go-live” of the [the software] software in the diet office.  Please remember back to that week 
and what was going on during that time as you answer these questions. 
 
9. During "Go Live", how would you assess your level of readiness? (RQ3) 
 
10. What obstacles did you encounter during the implementation of [the software]? (RQ4) 
 
11. What information would you have liked to know, but did not, prior to "Go Live"? (RQ5) 
 
12. Taking into account the whole process of training and implementing [the software], do 
you feel like you received adequate information regarding [the software] from your 
director/manager? (RQ5) 
 
Post-implementation Questions 
 
The next few questions refer to [the software] and your diet office/clinical nutrition operations as 
they are now. 
 
13. How has [the software] impacted patient services? (RQ2)  
 
14. What has been the biggest benefit related to the implementation of [the software]? (RQ6) 
 
15. What has been the greatest challenge related to [the software]? (RQ6) 
 
16. If you could change how [the software] functions what would you change? (RQ4) 
 
17. Was there any information you know now about [the software] that you feel should have 
been communicated to you differently?  (RQ5) 
 
18. As a dietitian, how do you use [the software] during your work day? 
 
19. What impact has [the software] had on identifying patients who have food allergies and 
identifying those foods that may not be appropriate?  (RQ8)  
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20. How has the use of [the software] affected the accuracy of the diet office and trayline 
personnel in not sending inappropriate food to patients with food allergies? (RQ8)  
 
21. How do you think [the software] has impacted patient satisfaction? (RQ7) 
22. How might you envision using [the software] differently one year from now? (RQ10) 
 
23. What are your concerns regarding the use of [the software] at this time?(RQ10) 
 
24. Why do you think [the software] was implemented? 
 
25. Are there any additional comments or information you feel is important for me to know 
about the changes in the diet office and [the software]? 
 
Thank the dietitian for his/her time. 
 
*The RQ markers are for clarification purposes only.  The markers have been added to 
denote which Research Question(s) the interview question is guided by.  RQ markers will be 
removed on the interview protocols used during the study. 
 
 
 
 
 
Questionnaire # ________________________ 
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
Want to be able to 
just take a phone 
call, put the 
information in, and 
print the ticket to 
the kitchen. 
  
DC1 
 
 
Before had to 
manually put 
information 
into the old 
[software] 
 
DC1 
 
  
More talking on 
the phone 
DC1 
 
  
There's a lot more 
to printing tickets 
now 
DC1 
 
  
Believe it is 
adding more late 
trays. 
DC10 "A lot more late trays, because 
people get sent up a standard tray 
and then they call and they're angry 
cause that's not what they ordered, 
that's not want they want.  So we're 
having to do a lotta late trays." 
  
It's more manual 
work with this 
software than 
previous software. 
DC10 
 
The tally guide 
pretty much only 
has the standard 
items. But is 
somebody wants 
grilled cheese or 
something off the 
daily menu, we 
kinda have to tell 
them (cooks) 
manually 
  DC10  
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
  
More labor for us 
to go in there and 
change stuff. 
DC10 
 
  
Tickets are harder 
to read, have to 
search for certain 
items and 
everything is 
printed so small 
that they (trayline 
workers) actually 
miss a lot more. 
DC11 
 
Still learning about 
the system. 
  
DC11 "Every day I learn something new 
with that system." 
  
Have to write 
items on tickets. 
DC2 
 
  
We have to check 
the tickets. 
DC2 
 
  
Have had to add 
the 10 am. Tally 
every day 
DC2 
 
  
A lot of steps to 
print off one 
ticket. 
DC2 
 
 Helps the diet 
clerk to figure 
out patient 
menus. 
 DC3 "It tweak's the menus for you, 
which helps especially with diet's 
I'm not familiar with" (48) 
 Helps to pull 
reports 
 DC3  
I think it has made 
the diet office 
more effective 
  DC3  
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
  
Still have to 
handwrite on 
tickets. 
DC3 
 
Everything in the 
diet office was 
completely by 
hand before [the 
software]. 
  
DC3 
 
 
Tally sheet 
comes up with 
what you’re 
supposed to 
have.  I order to 
have it ready to 
be on the line 
 
DC3 
 
  
Biggest challenge 
is getting all the 
tickets ready 
within the time 
frame. 
DC3 
 
  
Tally sheet/tickets 
confusing. 
DC3 "When he sent the tray he sent a 
hamburger and a pizza." 
 
Helps with 
keeping track 
of guest trays.   
 
DC4 "We have 4 east, they get guest 
trays.  You can lock those in too.  
So those automatically printout 
too."(323) 
Had a learning 
curve of learning 
to read the diets, 
went from 
approximately 16 
diets to having so 
many more. 
  
DC4 
 
 It's freed up my 
time as a diet 
clerk, but I 
think I utilize it 
differently than 
how a lot of the 
other diet 
clerks use it. 
 DC4  
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
 
More time to 
do other things. 
 
DC4 
 
 
More accurate 
tally sheets 
from manual 
system. 
 
DC4 
 
 
Allergies 
managed in the 
computer 
system rather 
than a paper 
system. 
 
DC4 "Beforehand we had a little 
rolodex, and you had to just go 
through and check that and write it 
down…so the allergies has been a 
big one." 
 
On the line, 
they know 
exactly what to 
put on the tray 
and what not to 
put on the tray. 
 
DC5 
 
Everything in the 
diet office was by 
hand. 
  
DC5 
 
 
More accurate 
tally sheets 
from manual 
system. 
 
DC5 
 
 
Don't have to 
write patient 
names and 
birthdays and 
diets. 
 
DC5 "Just that I don't have to write a 
hundred and something…patients' 
name and birthdays and their 
diets…that's that's major." 
There's a little bit 
more to do, but it's 
quicker and it 
(software) 
streamlines it and 
you know 
everything.  
Follow the timeline 
and you don't miss 
anything.  Whereas 
before you just had 
to know. 
  DC6  
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
 
Tally sheet no 
longer have to 
be done by 
hand. 
 
DC6 
 
 
It's quicker 
(trayline) cause 
it's printed as 
opposed to 
hand written. 
 
DC6 
 
 
Can print the 
tickets as we go 
(by floor) 
instead of 
doing them all 
at once. 
 
DC6 
 
 
Did away with 
the book in the 
diet office 
keeping track 
of preferences, 
now it is saved 
in the software. 
 
DC6 "We used to have a book that we'd 
write down, 'Miss Smith likes tea at 
dinner, not milk.'  Now we can put 
that in the preferences and it saves 
it…it's a lot less, it eliminates that." 
 
Don't have to 
read labels 
while on the 
line for 
allergies. 
 
DC6 "There's nothing like sitting on top 
of the line and having…going, 
trying to read the ingredients while 
you're on the line.  I don't have to 
worry about that anymore as long 
as we're using what the recipe 
states." 
  I think it takes 
trayline a little bit 
longer. 
DC7  
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
  
I think it takes 
trayline a little bit 
longer. 
DC7 
 
Had to write the 
menus, write them 
the day before and 
when the next 
morning, we'd 
have to get the new 
menus out for that 
patient.  Start a 
new day for them. 
  
DC8 We had to write the menus, write 
em the day before and when the 
next mornin, we'd have to get the 
new menus out for that patient. 
Start a new day for them." 
 
Improvement 
from the 
production 
sheets. 
 
DC8 
 
We used to have to 
write 'em (tickets) 
  
DC9 
 
Used a kardex to 
track patients. 
  
DC9 
 
 
The production 
sheets were 
never correctly.  
Tally sheet 
provide a better 
count of food 
items. 
 
DC9 
 
Believes the 
division software 
was implemented 
to make all 
hospitals uniform. 
  
DO Sup #1 
 
  
The reports from 
the system are not 
set up well for the 
cooks and prep 
personnel 
DO sup #1 "They (cooks) can't work like that" 
  
Slowed Trayline 
down because of 
unusual items 
showing up on 
tickets 
DO Sup #2 
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
Wants to modify 
menus to better 
suit Site 4's 
operation. 
  
DO Sup #2 
 
  
No able to look up 
grams of fat, mg 
of sodium. 
DO Sup #3 
 
  
They (diet clerks) 
should only be 
worrying about 
their patients and 
making phone 
calls. 
DO Sup #3 
 
Believes that 
addition of tray 
tracker will 
improve 
operations. 
  
DO Sup #3 
 
  
Having to deal 
with a third party 
(division) to get 
things fixed. 
DO Sup 
@1 
"Having to deal with a third party 
to get things fixed" 
  
Trayline 
operations 
slowed. 
DO SUP#2 
 
  
New software not 
as effective in  
alerting the diet 
office staff of diet 
changes and 
possible need of a 
tray for the patient 
DO SUP#3 
 
  
New software 
does not provide 
an effective way 
to track CHO, 
Sodium, and gr of 
fat 
DO SUP#3 
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
  
New software 
took the diet 
office back 20 
years 
DO SUP#3 "It is so archaic"; What that 
program could do versus what I 
already had in place was taking us 
back 20 years"   
Diet clerks have 
increased work 
load. 
DO SUP#3 
 
  
Had to add staff to 
the diet office 
DO SUP#3 
 
 
Cooks do not 
have to cook as 
much food for 
the line 
 
DO SUP#3 
 
Want to start using 
traytrackers. 
  
FSD1 
 
   
FSD1 "Tell us what you want us to buy"   
"We all need to be using the same 
dumplings." "Getting the best one 
for your dollar." 
Want to start using 
traytrackers. 
  
FSD1 
 
  
Have to have 
someone to really 
focus on [the 
software]. 
FSD2 "That person (diet clerk) 
multitasked…that person was able 
to go in there get the tickets 
done…and be able to go to the 
trayline and help…she's not able to 
be out there to check the trays."   
Diet clerk can't 
leave the diet 
office. 
FSD2 
 
 
Food cost has 
dropped some, 
the 
reason…when 
it comes to the 
cafeteria and 
doctor's lounge 
and the 
trayline, the 
similarities of 
the same foods 
of being served 
for everybody 
so. 
 
FSD2 
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
 
Tray runs more 
smoothly 
because the 
tickets are more 
legible. 
 
FSD2 "Trayline…goes smoother than 
what it was doing because the 
tickets are more legible." 
 
Ordering less 
food than 
before, variety 
of items has 
decreased. 
 
FSD2 
 
 
Improved 
accuracy for 
food 
preparation. 
 
FSD3 "We would say 'What's our patient 
count' Add twenty percent to it and 
that's how much of everything you 
make.  And with [the software], 
you can zero in on how much you 
really need and then cushion I four 
or five more orders.  But it's not the 
20-25 orders.' 
  
Trayline 
operations slowed 
because of 
reading the ticket. 
FSD3 "We saw our try time double like 
right off the bat.  So reading the 
tickets was probably the, and that's 
just more of a process…Now you 
have to say "yes, they're a regular 
menu but what do they want to 
drink? What do they want for their 
entrée?  And you have to do it 
every single ticket, every single 
time they're...no ifs, ands, or buts.  
Have to do it." 
Made us inefficient 
to start with, but 
there is a learning 
curve to getting 
accustomed to 
what you're doing, 
and the more you 
do it, the more 
efficient you 
become at the 
process. 
  
FSD3 
 
 
Generates a 
sales report that 
used to take me 
six hours to do 
every month. 
 
FSD4 
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
Want to bring on 
the inventory 
piece. 
  FSD4  
  
Added more labor 
to the diet office. 
FSD5 Added 8 hours per day to the diet 
office (231)  
Food cost 
down. 
 
FSD5 "I would say the food cost has went 
down."  "It has decreased the cost 
some cause the menu is more 
limited, so I think that's helped with 
cost.'  
Tally guides 
are nice, but 
they're only 
accurate to 
what's in the 
software at the 
time. 
 
FSD5 
 
  
Trayline 
operations slowed 
because of the 
ticket size. 
FSD5 "The tickets print smaller, I have a 
little bit older staff; it's harder for 
them to see so the line takes a little 
bit longer." 
 
Standardized 
menus, 
standardized 
foods, less 
waste, better 
cost. 
 
RD1 
 
Can certainly have 
a smoother running 
operation. 
  
RD1 
 
  
For a supplement 
to actually be sent 
to the patient, I 
have to put it in 
[the software]. 
RD2 
 
  
Hope to use tray 
tracker. 
 
 
 
RD4 
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
The tally sheets are 
not right, they're 
still running outta 
stuff, not as bad as 
they were…just 
cause that's not 
what they're used 
to. 
  RD4  
Sometimes trays 
disappear and we 
didn't want that to 
happen anymore. 
  
RD4 
 
 
Less redundant, 
not wasting 
time circling. 
 
RD5 
 
 
Implemented to 
save money. 
 
RD5 "The way they implemented it, they 
are not saving money." 
 
Not losing 
information 
about patients, 
less 
redundancy 
 
RD5 
 
 
No more hand 
writing of 
menus. 
 
RD5 "We were excited here at site 3 we 
had no…we were literally 
handwriting on menus." 
 
They can come 
out and help on 
the trayline if 
they need to 
 
RD5 
 
 
It made them 
more efficient 
 
RD5 
 
 
More accurate 
food counts 
 
RD5 
 
  
Haven't started 
tray tracker yet. 
RD5 
 
Slowed trayline 
down at first 
because they had 
to read everything. 
  
RD5 
 
 
Diet office 
more 
streamlined 
 
RD6 
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Research objective #1: Determine the effect the implementation of specialized foodservice 
software has on hospital foodservice departments’ efficiency. (Continued) 
Department 
Efficiency 
More Efficient Less Efficient Participant Illustrious Quote 
  
More 
manual/human 
input needed than 
other systems. 
RD8 "Maybe the meal changed in the 
computer, and it's still left in 
pending diet orders for us to go in 
and accept.  There's another place 
for human error, and another step 
that shouldn't have to be there.  It 
should sync.  We've had other 
systems that sync it directly." 
  
Have to put tube 
feeding orders 
into meditech and 
[the software].   
RD8 "Now anytime I order a supplement 
or I order a tube feeding, I just have 
to go ahead and go…I have to do 
the work of the diet office to ensure 
that it gets done." 
  
There are a 
million steps 
during the day. 
RD8 
 
  
Nothing syncs 
together 
RD8 "Work on a way to automate these 
things that I know can be 
automated." 
  
More mistakes 
and more issues 
now than before. 
RD8 
 
  
Added more staff 
to the diet office. 
RD8 
 
Not catching 
everything to put 
in. 
  
RD8 "I catch things all the time where I 
have ordered something for 
somebody and nobody put it in.  
And then I realize it, and I put it 
in."   
Tally sheets are 
incorrect. 
RD8 
 
Trayline runs 
slower, People are 
getting trays later. 
  
RD8 
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
Expected to be 
able to print 
tickets 
individually from 
their files like 
they did with the 
old system. 
      DC 2   
Happy it was 
being 
implemented. 
      DC 4 "Hurray" 
More of a call 
center type of diet 
office. 
  Previous 
experience. 
  DC1   
Expected the new 
system to be 
better than the old 
      DC1   
Expected the new 
system to be right 
what we need. 
      DC1   
Was all for the 
change 
      DC1   
Thought the new 
software would 
be better. 
      DC1   
  Felt ready for 
the change, 
but slow. 
    DC1   
  Didn't feel 
like she was 
ready for that 
big of a 
change. 
    DC11   
It wasn't as bad as 
I thought it was 
gonna be in the 
end. 
      DC11   
Expected the 
change to be 
stressful 
      DC11   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
Thought I might 
lose my job. 
      DC11   
  I wasn't 
ready, I 
wasn't ready. 
    DC11   
Expected the 
software to be 
ready for go-live. 
      DC2   
Hard to tell if 
going to change 
job 
      DC2   
Wasn't sure how 
it would change 
job. 
      DC2   
Excite and 
nervous 
      DC2   
I didn't really 
have an 
expectation. 
      DC2   
Software 
company saying it 
will make our job 
easier. 
      DC2   
Expected trials 
and errors. 
 
 
      DC3 "Anything new has its 
trials and errors." 
Was excited       DC3   
Thought it would 
make my job  
easier. 
 
 
      DC3   
  Rated 1-10, I 
would say a 5 
(readiness) 
    DC3   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
I kinda wish that 
had already been 
done when we 
went live. 
  Understands 
why it 
wasn't, 
because it's a 
lot of stuff to 
input and it's 
a lotta stuff 
to program, 
especially 
when get 
information 
from one 
hospital to 
another and 
we're havin 
to modify 
  DC4   
  There wasn't 
exactly a 
prepared for 
the change. 
    DC4   
Wasn't sure how 
it would change 
job. 
      DC4   
I expected more 
fear. 
      DC4   
  I was ready.   I don't know if 
there really 
could have been 
anything more. 
DC4   
  I was good 
with it, cause 
I was here 
from 4:30 in 
the morning 
til 8pm at 
night at that 
point. 
    DC4   
Hopefully to 
make it easier. 
      DC5   
Didn't really see it 
changing the diet 
clerk job. 
      DC5 "I don't know if it made 
me feel like it was 
gonna change my job." 
224 
 
APPENDIX N.  
 
CODEBOOK 
 
Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
  Felt like she 
was not going 
to get it. 
    DC5   
Minimize the 
workload of the 
diet clerk to give 
them time to do 
other things. 
      DC6   
Expected not to 
be handling the 
tickets the same 
way. 
      DC6   
Thought it would 
make the diet 
office better, 
simply because 
what the patients 
would supposed 
to get would be 
on the tickets. 
      DC6   
Eliminate a lot of 
clerical work. 
      DC6 "I think that 
originally…its 
perception was that it 
was gonna eliminate a 
lot of clerical work.  
Well, it doesn't 
eliminate it.  It just 
shifts it." 
I figured it would 
eliminate the 
morning 
paperwork. 
      DC6   
      Better way to 
implement it.  
Get it all up and 
running the say 
"OK, 
everything's set 
up.  We're 
gonna go live” 
As opposed to 
Ohhhh, were 
gonna go live." 
DC6   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
Thought it would 
free up quite a bit 
of time. 
  Did not free 
up time. 
  DC6   
  Researched 
the software 
on his own. 
    DC6 "As soon as I heard we 
were gonna, that we 
were looking into the 
software, I called the 
company…I asked for 
any resources to see 
how it works." 
  I was ready 
to go! 
    DC6   
Implemented to 
better serve the 
patient. 
      DC7   
Probably about 
what I expected.  
I didn't think it 
would change it a 
whole lot. 
      DC7   
    Don't think 
there was 
anything 
really, they 
could've 
done to get 
us more 
ready than 
what they 
did. 
  DC7   
Implemented to 
make it easier on 
the diet office. 
      DC8   
Better than what I 
thought it was 
gonna be 
      DC8   
  Did not feel 
ready  
    DC8   
Implemented to 
make it easier on 
the diet office. 
      DC9 "Implemented 
supposedly to make it 
easier on us." 
No expectation       DC9 "I didn't expect none of 
it." 
Just going with 
the flow. 
      DC9   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
Thought it was 
going to make it 
much easier on us 
in the office 
      DC9   
Thought we 
wouldn't have to 
write menus any 
more. 
      DC9   
Expected 
everything would 
just go straight 
from meditech to 
the software. 
      DC9   
Expected it was 
going to change 
my hours. 
      DC9   
  Nothing 
helped to 
prepare for 
go-live. 
    DC9   
  I was just 
ready for it to 
get here, just 
to see what it 
was about. 
    DC9   
Expecting 
problems with go-
live. 
      DO Sup 
#1 
  
It (change) never 
goes how it's 
supposed to go. 
      DO Sup 
#1 
  
Expected the 
software to be 
more advanced, 
more features 
  Based on 
what we 
were told 
  DO Sup 
#1 
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
Expected the 
menus to printout 
correctly, with 
less mistakes. 
  Based on the 
system they 
did have. 
Explanation of 
how to set up 
the menus for 
the sight. 
DO Sup 
#1 
"Giving Diabetics two 
rolls and a cup of 
mashed potatoes"  
  Felt Ready   Do not feel 
there was 
anything that 
could have been 
done to get the 
more ready. 
DO Sup 
#1 
  
Expected the 
system to be more 
up-to-date, more 
touch and go. 
  Based on the 
use by the 
employee of 
other systems 
at other 
hospitals that 
were more 
up to day, 
user friendly. 
  DO Sup 
#1 
  
Was really 
looking forward 
to the software. 
      DO Sup 
#2 
  
Expected the 
software to really 
change to diet 
office 
  Mainly 
because Site 
4 went from 
paper/manual 
system to 
automated 
system 
  DO Sup 
#2 
  
      Understanding 
how to 
manipulate the 
menus would 
have helped us. 
DO Sup 
#2 
  
  Needed more 
time with the 
trainer to get 
ready. 
    DO Sup 
#2 
"I just wish we would've 
had more time with the 
trainer.  I think that 
would've been very 
beneficial.  Instead, I 
think we had maybe a 
couple go-live day then 
maybe a day after." 
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
  We were not 
able to be 
hands-on.  
Had the 
webinars and 
then fast-
forward. 
  More hands-on 
training 
DO Sup 
#2 
  
  Diet office 
staff 
readiness was 
about a seven 
out of 10 
    DO Sup 
#2 
  
Had heard not 
real positive 
information about 
the software 
  Knew 
individuals 
who used the 
software at 
other 
facilities. 
  DO Sup 
#3 
  
Concern that 
current staff 
would not be able 
to work the 
program 
      DO sup #3   
  I did the 
conference 
calls, all the 
webinars.  
We did tons 
of 
discussions 
on the diets 
and what 
kinda diets 
we had today. 
    DO Sup 
#3 
  
      Maybe an 
overview of 
truly what the 
software and 
what we were 
going to be 
doing with the 
program. 
DO Sup 
#3 
  
229 
 
APPENDIX N.  
 
CODEBOOK 
 
Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
      Visit a site that 
was running it 
well at this point 
and had for a 
little while, just 
so we could see 
each aspect. 
DO Sup 
#3 
  
Expected it to be 
simple because 
Site 1 already had 
the software. 
  Thought 
division 
would build 
off what 
centennial 
had. 
  FSD1   
Thought it'd be a 
piece of cake. 
  Already had 
the software. 
  FSD1   
Was thrilled        FSD1   
  As ready as 
we could be 
until go live. 
  Expose them to 
whatever 
[software] 
provided, just 
don't think there 
is more training 
out there to give 
them. 
FSD1   
Was excited!       FSD2   
  Prepared to 
our best 
ability 
    FSD2   
Was excited.     Once the go-live 
came…there 
was a lotta stuff 
I felt like they 
coulda told us 
prior to the go-
live.  So it was 
like a hit and 
miss situation.  
FSD2 "I was really excited at 
the time, but havin it 
back now, it's a little 
different." 
Had used 
[software] 
previously. 
      FSD2   
    Needed to 
move away 
from the 
kardex 
  FSD2   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
Real excited!   Excited to 
get away 
from paper 
and pencil 
system. 
  FSD3   
    RD staying 
onsite day 
and night to 
work through 
the problems. 
  FSD3 "It took [name of RD] 
staying here day and 
night to, to make sure 
this line touches this 
line, you know.  Makin' 
sure all the strings went 
where they were 
supposed to." 
"new contract 
management was 
going to go away" 
      FSD5   
  Most of the 
staff really 
didn't want 
to.  The high 
performers 
wanted to. 
    FSD3 "Most of the staff didn't 
really want to.  The high 
performers really 
wanted to. And the rest 
of us sorta charged 
along." 
  Employees 
who don't 
like change 
were 
skeptical. 
"My staff, 
not so much, 
they really 
would like to 
just come in 
and do the 
same thing 
and go 
home." 
  FSD3   
Excited   I love 
change. 
  FSD3 "I love change" 
Some employees 
were excited. 
      FSD3 "Those are my real high 
performers...the folks 
who had their head 
where I would prefer all 
of us to be…they were 
excited." 
  Readiness - 
average to 
below 
average 
    FSD3   
Did not know 
what to expect. 
      FSD3   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
Expected all the 
nuts and bolts to 
be there ready to 
go. 
      FSD3 "You expect all the nuts 
and bolts to be there 
ready, plug in, turn on, 
set up, and you're 
working…with this 
rollout, that wasn't the 
case." 
Expected for it to 
be ready or give 
me the 
opportunity to 
make it ready 
before 
implementation. 
      FSD3 "So I would've expected 
for it to have been ready 
or at least given me the 
opportunity to make it 
ready before we said 
"ok, we're up and 
runnin." 
      With this big of 
a change, I 
would've gone 
after a lot more 
options. 
FSD3   
  I wanted to 
be first. 
Were behind 
in how the 
diet office 
functions. 
  FSD4 "I wanted it bad.  We 
were way overdue.  
We've been doin the 
same thing since 1975 
and we're outta the loop 
on where we need to 
be." 
  They were 
ready, but 
they were all 
scared. 
    FSD4   
  Employees 
were fairly 
ready. 
    FSD5   
Had heard of the 
difficulties 
another division 
had with the 
change to the 
software. 
      FSD5   
  It all 
happened so 
fast 
    RD 1   
  Felt ready, 
but not really 
ready 
    RD1   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
  Readiness a 5     RD2   
Looking forward 
to [the software] 
      RD2   
Thought it would 
help with some of 
the issues the 
kitchen was 
dealing with. 
      RD2 "I knew that it would, 
from some of the issues 
that they were dealing 
with in the kitchen, it 
would be helpful." 
The diet office 
was looking for 
something a little 
more 
programmable. 
      RD2   
Looking forward 
to [the software] 
      RD2   
  There wasn't 
time for two 
us to learn. 
    RD4   
  I felt about 
75% ready. 
    RD4   
Expected to have 
a developed 
recipe data base. 
      RD4 "Just to have that 
different creativity - the 
"Oh, we really like this!  
Let's try it!  But that 
kinda hasn't really 
seemed to be the …the 
case." (having recipes to 
choose from) 
That all the data 
was going to be 
there. 
      RD4   
Fantastic!       RD4   
      Wished we 
would have 
known that most 
hospitals took a 
year 
RD4   
  The strongest 
diet clerks 
weren't ready 
for what it 
was gonna 
do. 
 
    RD5   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
      Need to have a 
"dummy run" so 
you could watch 
the new system 
against the old 
system. 
RD5 "You're on your old 
system but within [the 
software] you can see 
what it's doing with 
your patient 
population." 
      Run smart subs 
with current 
patient 
population…just 
not sending 
those menu 
tickets. 
RD5   
Thought this was 
going to be 
interesting.   
      RD5 "It was like one year for 
at least one hospital, and 
they wanted to do 16 
hospitals in one year." 
Expected it to 
make the diet 
office more 
streamlined. 
      RD5   
Thought it was 
going to make it 
easier. 
      RD5   
Was excited.       RD5   
Had been asking 
for [the software] 
for years. 
      RD5   
  There was 
not time.  
There was no 
way we had 
the time. 
  Make sure 
people had time 
to play with 
their systems 
before going 
live. 
RD5   
  OK     RD6   
Thought it would 
be good for our 
hospital and 
division 
      RD6   
Had heard 
positive things 
about the 
software. 
      RD6   
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Research objective #2:  Determine what were diet office employees' expectations and level 
of readiness for change as related to the implementation of automated diet office software? 
(Continued) 
Employee 
Expectations 
Employee 
Readiness 
Why What could 
have helped 
Participant Illustrious Quote 
  Thought we 
were ready, 
but when it 
happened it 
was chaos. 
    RD7   
It was much 
worse than 
we…could've 
imagined. 
      RD8   
  There was no 
way to even 
know what 
we were 
about to 
experience. 
    RD8 "We tried to prepare 
ourselves and do what 
we could and be 
as…because we're OCD 
and we wanted to have 
everything in place, but 
there was just no way to 
even know what we 
were about to 
experience" 
  On a scale of 
1-10 about a 
4 readiness. 
    RD8   
Was nervous 
because knew 
they had a good 
system already in 
place. 
      RD8   
  Felt rushed     RD8   
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Different naming of 
foods. 
 
DC1 
 
Foods abbreviated 
differently 
 
DC1 
 
 
Liked learning 
something new. 
DC1 
 
 
Willing to 
learn/change to make 
the job better 
DC1 
 
Diet clerks felt the 
software was behind the 
times. 
 
DC1 
 
Previous experience 
with other software. 
 
DC1 "Other diet office ran smoother." 
Software doesn't have 
many prompts. 
 
DC1 
 
They really didn't know 
how the software was 
going to work. 
 
DC1 
 
 
Willingness to learn 
and go through change 
to make patients 
happy. 
DC1 
 
Foods in old system not 
in new system. 
 
DC1  
 
IPad don't work well in 
the hospital. 
 
DC10 
 
Need better training 
 
DC10 
 
Onsite for longer period 
of time. 
 
DC10 "I think they were here for 4 days, and it just 
wasn't enough.  They left and we were still 
like, "What the heck is going on?" 
Software is frustrating.  
Doesn't always work 
really well. 
 
DC10 
 
Diet clerks knowledge 
of the principles of the 
different diet’s 
 
DC10 "I've kinda learned some new things, and 
some of the girls don't know how to do stuff 
and they don't realize certain things.  They 
don't know the diets that well." 
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Research objective #3:  Identify the factors the foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Have to search for 
items rather than they 
being right there to 
choose from. (like the 
old system) 
 
DC11 
 
Trying to find a food 
item that wasn't listed 
that was supposed to be 
in. 
 
DC11 
 
Trying to fix a diet that 
wasn't in the system 
that should've been 
 
DC11 
 
Had some employees 
not able to get the new 
software so had to 
adjust personnel 
 
DC11 "I honestly thought I was actually takin 
someone else's job once I did get it.  I felt 
kinda bad about that cause they had someone 
move people cause they wasn't quite getting 
it (how to use the software) and puttin me in 
here." 
Computer screen 
difficult on eyes 
 
DC11 
 
Not enough time. 
 
DC11 
 
Needed more hands-on 
activities. 
 
DC11 
 
Felt like a rush job. 
 
DC11 "We really didn't get to ask as many 
questions that we needed answered and…it 
just felt like a rush job." 
Felt pressured 
 
DC11 "I just felt pressured at that moment cause 
we had to get everything in a certain amount 
of days." 
A very serious deal 
 
DC11 "We just had to get it together before we got 
live and it, it was a very serious deal" 
Not being trained 
thoroughly, lack of 
training. 
 
DC11 
 
Not properly trained. 
 
DC11 "I didn't feel like we had the proper training 
that we needed to go live that soon." 
Diet Clerks not all on 
the same accord. 
 
DC11 
 
  
DC11 "I think the software could actually work for 
the better, but you have to have the proper 
training with it and have people who's gonna 
listen and be on the same accord with you." 
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Research Question #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
 
Director tried to make 
me as comfortable as 
possible considering I 
had to be there full 
time in the beginning.  
She tried to make it as 
easy as possible for 
me.  She…not only 
would she take over at 
times.  She worked so 
hard to get the extra 
diet clerks that we do 
have in their new to 
help out. 
DC11 Director tried to make me as comfortable as 
possible considering I had to be there full 
time in the beginning.  She tried to make it 
as easy as possible for me.  She…not only 
would she take over at times.  She worked so 
hard to get the extra diet clerks that we do 
have in their new to help out. 
 
Really appreciate the 
involvement of the 
director. 
DC11 
 
Nervousness 
 
DC11 "I was so nervous.  I was just nervous, I 
wasn't gonna get the hang of it." 
Felt bad 
 
DC11 "I just felt completely bad on both ends like I 
was gonna lose my job or somebody felt like 
I was taken their job." 
Not all the diet clerks 
were able to catch on to 
the software. 
 
DC11 "They leaned on me because I was the only 
one that could get it." 
 
"Once you get it, you 
got" 
DC11 
 
Needed to get 
restrictions added 
 
DC2 
 
Had to call to ask for 
access in the software. 
 
DC2 
 
Took seven months for 
the software to stabilize 
 
DC2 
 
Menus 
 
DC2 
 
Diets that have to be 
put in. 
 
DC2 
 
The naming of the 
menu items, finding the 
menu items in the data 
base. 
 
DC2 
 
Foods the hospital 
offers that's not in [the 
software]. 
 
DC2 
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Research Question #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
The new software 
wasn't completely 
ready. 
 
DC2 
 
More time needed to 
work out the problems. 
 
DC2 
 
Shorter staff on 
weekend, so struggled 
the first weekend. 
 
DC2 
 
Needed the onsite 
trainer to stay on site 
longer. 
 
DC2 "Trainer needed to help see us through" 
(130) 
Needed more training 
before going live. 
 
DC2 
 
Didn't have a resource 
after the trainer left. 
 
DC2 
 
Trainer left right before 
a weekend. 
 
DC2 
 
Limited resources 
available to the diet 
office after the trainer 
left. 
 
DC2 "Calling them, but they said there's only so 
many thinks she can do." 
 
Trainer helped with 
kinks during go live 
and helped to 
understand the 
software. 
DC2 
 
No 'diet manual' 
resource 
 
DC2 "What are renals’ supposed to get this 
meal?" 
Menu items not 
available. 
 
DC3 "We offer milkshakes on our menu.  They 
don't have that." 
Scary the first few days. 
 
DC3 
 
Nightmare 
 
DC3 
 
 
Timeline  DC3 
 
The trainers weren't in 
the diet office during 
go-live. 
 
DC3 "They would stick their head in the door 
"You ok", "well no" "well why aren't you 
doin this? Why aren't you donin that"  
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Research objectives #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Trainers should have 
been in the diet office 
while go-live was 
happening. 
 
DC3 "Just let the person do their job and then if 
they have questions, be available and not in 
another office with earphones" (280) 
 
Hands-on training was 
better. 
DC3 
 
Felt like just kinda 
thrown in 
 
DC3 
 
The ancillary staff in 
other departments of 
the hospital were not 
trained in how to input 
items appropriately 
 
DC3 "They put in for safety precautions, for us 
that means disposables, but the speech 
pathologist is using it to mean swallowing 
precautions." 
Menu items not offered 
at all meals. 
 
DC3 "You can have bacon for breakfast, but if 
you want a bacon burger for lunch, it doesn't 
let you offer it."; "We have patients that 
want breakfast for lunch, which is 
doable…we can't put it in." 
No way to put notes on 
patient tray tickets 
when printing the 
tickets in batches. 
 
DC3 "Being able to write notes on the tickets you 
print in the diet office because you have that 
ability out on the line." (438) 
Not being able to print 
floor tickets as needed. 
 
DC3 "If I could print out the floors that I 
need…and be able to tweak the others and 
print them out as I need 'em or as I get 
through with ‘em that would be a big help."  
Was more computer 
savvy than co-workers. 
DC3 
 
 
Able to still go to the 
diet manual if had any 
questions about menus, 
restrictions. 
DC3 
 
Just the newness of it. 
 
DC3 
 
 
Attitude toward 
change. 
DC4 "If you don't hop on board, you're gonna get 
left behind." 
Needed a few more 
people available when 
going live. 
 
DC4 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Getting more people 
trained and confident in 
the system. 
 
DC4 
 
Trainers and setup 
people from division 
more confident and 
knowledgeable about 
the system. 
 
DC4 "It wasn't exactly anything they could've 
done because they were, we were one of 
their first groups that they came to. 
How to feed patients 
who are on special 
areas of the hospital, 
who are not inpatients, 
but receive trays daily. 
 
DC4 
 
There was fear and 
anxiety, but it could 
have been much worse. 
 
DC4 
 
 
Once I knew what to 
do, it was an easy 
transition. 
DC5 
 
 
Hands-on class helped 
a lot 
DC5 
 
 
The cheat sheet helped 
a lot 
DC5 
 
Diet clerk did not think 
she would figure out 
how to use the 
software. 
 
DC5 "I was like, "Oh, my God, I'm never gonna 
get this." But as I was doin it, like here, and 
actually doin it, it just came natural." 
Lack of confidence. 
 
DC5 
 
Overwhelmed 
 
DC5 "Oh, My God, there's gonna be so much stuff 
to remember to do." 
Computer Knowledge 
 
Dc5 
 
Fear of being able to 
learn a new skill 
 
DC5 “I didn't think I was gonna catch it.) 
Limited experience 
with computers. 
 
DC5 
 
 
Likes to multitask. DC5 
 
Diets not in the system, 
still have diets that 
aren't in the system 
 
DC6 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Not able to fix it quick 
enough. 
 
DC6 "They didn't fix it quick enough for us 
because…I don't know how many hospitals 
went online all at the same time, but she said 
there's one person at national would handle 
it." 
It was chaos 
 
DC6 "When it first started it was chaos; then it 
became managed chaos." 
Not enough time given 
to set up the diets. 
 
DC6 "I think they should've provided whomever 
enters the diets more ample time to get all 
the possible diet in their cause the first week, 
ten days, we probably had 15-20 every meal 
period of an error report that says something 
of 'This diet is not in the computer'" 
Using diet clerks to be 
more involved in the set 
up and troubleshooting 
of the program before 
going live. 
 
DC6 
 
 
Training in the 
classroom 
DC6 
 
  
DC6 "Should have the people (diet clerks)…see it 
in action."   
DC6 "It's easy to send somebody a video, have 
somebody train, but I think someone should 
go to a hospital that uses it and see it on the 
floor." 
Trusting the new 
system over the old 
system. 
 
DC6 "As much as we hated circling, doing 
everything by hand, we know that worked.  
Just kinda everyone's like "OK, we'll trust in 
your program," was probably the hard thing 
for most people."   
DC6 "With technology as it is, there shoulda been 
a way to piecemeal it.  Split the server, get 
everything live and then just switch it and 
go."  
Director helped to 
facilitate the training. 
DC6 
 
 
People on site and the 
dietitians were able to 
take care of any 
problems that came up 
while we were (going 
live). 
DC7 
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Research objective #3:  Define the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
 
Director involved 
behind the scenes. 
Working with division 
and the dietitians. 
DC7 
 
Not computer savvy. 
 
DC7 
 
Concerned about her 
level of computer skill 
 
DC7 "The only thing I worried about was being 
able to do it, not computer savvy." 
Scary, I don't like a 
whole lotta changes. 
 
DC8 "I know change is good, I know it is, it's just, 
it's just me. (115)" 
Couldn't see the 
computer screen. 
 
DC8 I have old eyes…so I've gotta….and the diet 
office supervisor fixed it where I can see 
closer, the screen is bigger" 
Leaning more about 
computers. 
 
DC8 "The computer.  I'm getting into it.  I don't 
have one at home, but I'm learning." 
Computer skills 
 
DC8 "I am so much better with it (computer)."  
Good trainer for onsite DC8 
 
 
Timeline  DC8 "She gave us like sheets to say you do this.  
Where you get started in the computer." 
 
Extra supportive help 
provided by the 
supervisors. 
DC8 "I did have help, like a little maybe a little 
more of a week that someone was with me." 
Can't have multiple 
patient kardexes open at 
a time. 
 
DC8 
 
Scary, Scared 
 
DC8 
 
Have trouble with using 
the computer. 
 
DC8 
 
Our tickets didn't 
match.  We would have 
to stop even with our 
regular, it the first ticket 
didn't match the third 
ticket…it was crazy. 
 
DC9 
 
Nervous 
 
DC9 
 
It was just a lot 
 
DC9 
 
It was crazy. 
 
DC9 
 
First day was chaos 
 
DC9 
 
Not enough time to get 
the system right. 
 
DC9 "We just only had that one day, eight hours 
to figure out [the software].” 
One day training was 
not enough. 
 
DC9 "I wish we coulda had like maybe two, three 
days before we went live to get…just that 
one day, I felt that wasn't enough." 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
We had to wing it on 
our own. 
 
DC9 
 
Director not involved in 
the transition. 
 
DC9 
 
Menus not printing out 
correctly. 
 
DO Sup 
#1 
 
System seems more 
toward total room 
service 
 
DO Sup 
#1 
 
Can't do anything 
easily. 
 
DO Sup 
#1 
 
Ten steps to print a 
ticket. 
 
DO Sup 
#1 
 
Equipment issues - 
printers not mapped 
correctly.   
 
DO Sup 
#1 
"tickets weren't printing; never knew they 
were not printing"  
Issues with software 
talking to meditech and 
vice versa 
 
DO Sup 
#1 
 
Didn't understand what 
the problem was. 
 
DO Sup 
#1 
 
Onsite training not long 
enough. 
 
DO Sup 
#1 
"Had someone on site for a month" 
Training team not 
friendly 
 
DO Sup 
#1 
 
Needed to understand 
how the foods were 
listed in the system. 
 
DO Sup 
#1 
 
Did not know how to 
build diet orders 
 
DO Sup 
#1 
 
Did too much at once 
 
DO Sup 
#1 
 
No access to add 
recipes. 
 
DO Sup 
#1 
 
Not enough access into 
the software from the 
get-go. 
 
DO Sup 
#1 
 
Items entered into the 
data base not user 
friendly. 
 
DO Sup 
#1 
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Research objectives #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Database not complete 
with all the menu items 
the hospital offered. 
 
DO Sup 
#1 
 
Foods listed differently. 
 
DO Sup 
#1 
 
Correct modifiers not 
put it. 
 
DO Sup 
#1 
 
Felt Overwhelmed 
 
DO SUP 
#2 
 
The change in what 
items are allowed on 
certain diets. 
 
DO SUP 
#2 
"We had to know what people could have.  
Whereas, this menu is a bit more liberal, it 
seems, so that's been kinda hard for us just 
because we knew this person couldn't have 
this thing before and now the software says 
"oh, it's ok if it fits and everything else""  
Providing confidence 
and encouragement to 
the diet office staff 
DO SUP 
#2 
 
The fear of change 
 
DO SUP 
#2 
 
 
Cheerleading DO SUP 
#2 
 
Lack of confidence 
 
DO Sup 
#2 
"A lot of 'em just lacked confidence" 
Using the division 
menu. 
 
DO Sup 
#2 
"I understand that (using the division menu), 
but there are aspects that we just aren't able 
to do in our facility" 
Felt menus were set up 
for room service, not 
their type of meal 
service. 
 
DO Sup 
#2 
 
Greatest challenge - 
working out the menus. 
 
DO Sup 
#2 
 
Menu items that are not 
appropriate for this 
region of the country.  
That are not offered in 
the hospital. 
 
DO Sup 
#2 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Items show up on 
patient meal tickets that 
are unusual or do not 
make sense. 
 
DO Sup 
#2 
We had somethings that were just like "Why 
is this on this menu?" (145) We still have 
some kinks that we still work through daily.  
Just odd things that show up on menus and 
we're not real sure where they came from." 
(204) 
Crossover of Meditech 
to [the software] 
 
DO Sup 
#2 
 
Equipment - Issues with 
the printer. 
 
DO Sup 
#2 
 
Technology issues 
where diets didn't cross 
over from Meditech to 
the software, that was 
on the CPOE end. 
 
DO Sup 
#2 
 
A rushed timeframe, 
didn't have the time to 
figure out what could 
be changed, what could 
be changed, etc. 
 
DO Sup 
#2 
 
Not enough time 
 
DO Sup 
#2 
 
Technology not set up 
in the diet office in a 
timely manner. 
 
DO Sup 
#2 
 
Software Limitations 
 
DO SUP 
#3 
 
 
The RDs recognizing 
that they needed to be 
highly involved and in 
the diet office 
DO SUP 
#3 
We knew that if we weren't involved…we 
wouldn't, it wouldn't make it." 
Making sure everyone 
got fed. 
 
DO Sup 
#3 
 
Need diet clerks with 
more technology savvy 
 
DO Sup 
#3 
"having to …teach them more about how to 
use computers" 
The education of the 
diet clerks 
 
DO Sup 
#3 
"The education piece has been huge.  It's 
mostly college students in the nutrition 
program who's in there (diet office)" 
Going through division 
to change how diets are 
set up. 
 
DO Sup 
#3 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
They took a program 
that they knew wasn't 
perfect, by any means, 
it wasn't even 
programmed correctly.  
It was pretty much a 
mess. 
 
DO Sup 
#3 
 
Technology equipment 
could not handle the 
system, was not ready 
to handle the new 
software.  System 
crashed. 
 
DO Sup 
#3 
"This is what brought the tears.  The entire 
system crashed on us in the middle of our 
first meal" 
Technology tried and 
tested prior to go-live. 
 
DO Sup 
#3 
"I wish all that stuff (computer/software 
systems) could've been tried or tested prior 
to…and that would've made life a lot easier 
that first day. 
Knowing that our 
technology and WI_FI, 
everything could pull 
our new program, new 
system. 
 
DO Sup 
#3 
 
Minimal support from 
division. 
 
DO Sup 
#3 
"Division were on site for a meeting.  
Everything crashed.  Division leader didn't 
even walk over here." 
Division had to deal 
with everybody's 
mistakes at the same 
time because they 
rolled it out as fast as 
they could. 
 
DO Sup 
#3 
 
Trainer was 
overwhelmed. 
 
FSD1 
 
Trainer not very 
cheerful. 
 
FSD1 
 
Trainer did not know 
what she was doing. 
 
FSD1 
 
Too big of a job for the 
trainer. 
 
FSD1 
 
Pressure from division 
to implement fast. 
 
FSD1 
 
Overwhelming 
 
FSD1 
 
Big facility. 
 
FSD1 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Not enough pushback 
to division to slow the 
implementation down. 
 
FSD1 
 
Did not have the 
equipment for the 
menu. 
 
FSD1 
 
Patient area needed 
more training. 
 
FSD1 
 
Using someone else’s 
data. 
 
FSD1 "Don't try to take somebody else's menu and 
try to go live." 
Can't pick up and drop 
(other date) into place. 
 
FSD1 
 
Using someone else’s 
data. 
 
FSD1 "We serve different stuff" 
Needed someone 
leading the 
implementation with a 
lot more experience 
with the software. 
 
FSD1 "Somebody driving the bus that had been 
through it before." 
The lead did not know 
enough about it to 
know the whole picture. 
 
FSD1 
 
Don’t' copy from 
someone not in your 
region. 
 
FSD1 
 
Equipment not working 
 
FSD1 
 
Tickets not printing 
 
FSD1 
 
Orders not going 
through. 
 
FSD1 
 
Software not able to 
handle cafeteria 
operations. 
 
FSD1 
 
Too fast an 
implementation. 
 
FSD1 "Software company said they would never 
do another implementation like this again." 
Didn't have the right 
players at the table. 
 
FSD1 
 
Being overwhelmed 
 
FSD2 "Overwhelmin versus the other 
responsibilities that you have to do." 
Computer knowledge 
 
FSD2 "and all of us need to be more educated and 
be more computer friendly because that's 
where the works is at - high tech." 
More computer friendly 
 
FSD2 That's something "computer knowledge" that 
really wasn't required here for supervisors" 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Needed more time 
training, because people 
not computer friendly. 
 
FSD2 "The reason why I'm sayin' at least a week, 
especially when you have people that's not 
computer friendly.  They need a little more 
time." 
Longer training periods 
for staff. 
 
FSD2 "Sometimes they don't feel comfortable 
asking questions because they know how we 
only have two days (of training) and don't 
wanna be the one that, you know, that holds 
us back." 
Need a good week of 
hands on training. 
 
FSD2 "Once you have that good week of trainin' 
then test everybody to see where they know-
how or any questions like that." 
Get rid of some of the 
glitches prior to go live. 
 
FSD2 
 
Smart subs not running 
correctly. 
 
FSD3 "we were getting horseradish subbed in for 
honey mustard and just instead of turkey 
they were getting cocktail sauce.  It was 
haywire!"  
RD stayed on site day 
and night for a week. 
FSD3 "Amber said "I'm literally going to stay 
here" and she didn't leave the hospital for 
nearly a week. 
 
Director stayed until 
he figured out he 
couldn't be of much 
help. 
FSD3 
 
 
Had planned to stay 
and help during the 
implementation. 
FSD3 "I was super happy that we had already 
planned on it ourselves (stay to help)." 
 
There were some that 
were super excited 
because they got it. 
FSD3 
 
Questioned the value of 
the software. 
 
FSD3 "we went from "I thought this was supposed 
to help." 
Was a hot mess. 
 
FSD3 "it looked like it was a hot mess, and I think 
that it proved to be: 
A lot of stress and 
pressure, unneeded. 
 
FSD3 
 
The logistics of the 
software. 
 
FSD3 "making sure that the logistics of, as far as 
the programming of the system, I mean, 
we're not computer programmers here." 
Need to be more tech 
savvy 
 
FSD3 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Not able to "play 
around" with the 
technology. 
 
FSD3 "Any kinda technology, it's good to play 
around with it before you, it's real." 
Longer training periods 
for staff. 
 
FSD3 "They had not enough practical time with 
someone standing there to troubleshoot 
questions." 
More intense training 
needed. 
 
FSD3 "The training has to be a lot more intense." 
Diet clerks were not 
able to work the new 
system. 
 
FSD3 "Those were the folds that I had to either, 
they really outmoded themselves…they just 
wouldn't get with the system and …we had 
to refigure where in the department they 
landed." 
Too fast of a time line, 
leave implementation 
schedule more open. 
 
FSD3 
 
The menu. 
 
FSD3 From a culinary standpoint, they are very 
JV" 
Menus needs to be 
developed more. 
 
FSD3 
 
Smart subs was a train 
wreck 
 
FSD3 
 
A lotta recipes weren't 
linked properly 
 
FSD3 
 
Not comfortable with 
computers. 
 
FSD4 "We've got a couple older staff members 
who are not comfortable using computers." 
Computer knowledge 
and familiarity 
 
FSD4 
 
 
Trainers on site. FSD4 
 
Had to wing it. 
 
FSD4 
 
Employees afraid of the 
system. 
 
FSD4 "Challenge - learning the system.  Getting in 
the training piece of it.  Teachin employees 
how to actually use it and not be afraid of it. 
Training was quick, 
compact. 
 
FSD4 
 
Needed more training 
before going live. 
 
FSD4 
 
Longer training periods 
for staff. 
 
FSD4 "If we had [the software] folks here for 
another week maybe, it woulda been a much 
more effective, much more calm startup." 
  
FSD4 "If we had gone to some other facilities to 
see it…and maybe invested some more time 
like that, it would've helped us a lot." 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote   
FSD4 "I think seeing it actually being used so we 
could actually understand how it was gonna 
apply to us, woulda been a lot more helpful." 
Needs to be done over a 
much longer period of 
time. 
 
FSD4 
 
Our lack of knowledge 
of what was going on 
with [the software]. 
 
FSD4 
 
Took several weeks to 
make sense. 
 
FSD4 "It didn't really make sense and it didn't 
really start coming together until we'd 
actually had [the software] for several weeks 
and we started goin" 
It's hard to prepare your 
staff for what you don't 
know 
 
FSD5 
 
Needed more questions 
answered. 
 
FSD5 "probably woulda been a little more insistent 
on getting some of those questions answered 
that I had." 
Not very computer 
literate. 
 
FSD5 "We knew we were gonna have challenges 
with some…because they weren't very 
computer literate." 
The menu was rushed. 
 
FSD5 
 
Computer failure, 
equipment failure. 
 
FSD5 During implementation, we had issues from 
it crashing, tickets not printing.  The app had 
connectivity issues." 
Database not ready for 
implementation. 
 
RD1 
 
 
Recognized that 
implementing 
something new has 
problems. 
RD1 
 
Difficult to work large 
and small facilities the 
same. 
 
RD1 
 
Needed a little more 
education. 
 
RD1 
 
 
Hands on training. RD1 
 
Dietitians not involved 
enough 
 
RD1 
 
 
Recognizing the 
learning curve when 
implementing 
something new. 
RD2 "Nobody got it right from the get-go." 
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Research objective #3:  Identify the factors foodservice staff and directors recognize as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Implementation did not 
go smoothly. 
 
RD2 
 
Up for new and 
innovative things, if it 
helps the patient. 
 
RD2 
 
Training felt rushed 
 
RD2 
 
 
Hands on training. RD2 
 
Hard to search the 
database. 
 
RD2 
 
Wanna just type in the 
diet and be done. 
 
RD2 
 
Was really difficult. 
 
RD3 
 
Adding the wrong 
things to the menus. 
 
RD3 "It'll just start adding like foods to the 
person's diet order.  Like it'll add ham and 
turkey slices and peppers for sauté.  It'll just 
like put them on there." 
Software not working 
correctly. 
 
RD4 "More of the things that we found out that 
we had to tell them, 'this is not working'".  
Strength of the trainers? 
 
RD4 "Our go live people- two of them are gone 
now-have taken jobs somewhere else." 
Didn't understand how 
the tables talked to each 
other until we started 
seeing the problems. 
 
RD4 "If we woulda known that that's how it's 
gonna talk to each other, I think she woulda 
been able to get all of that fixed before"  
 
Knew how to look up 
patients. We kinda 
knew where stuff was. 
RD4 
 
Smart subs not pulling 
the right things. 
 
RD4 
 
Adding the wrong 
things to the menus. 
 
RD4 "At one point…it (software) was just addin' 
rolls or slices of bread to the diabetic cause 
that was the first thing it found." 
Reading the tickets. 
 
RD4 
 
Each hospital is 
different. 
 
RD4 
 
 
Identified the diet 
office staff that would 
do best in it. 
RD5 
 
There were so many 
problems. 
 
RD5 
 
The restrictions weren't 
there. 
 
RD5 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
 
RD Support in the diet 
office. 
RD5 "They weren't prepared for that and so that's 
why I was in the diet office for 14 hours a 
day for two weeks straight when we went 
live." 
Literacy 
 
RD5 "We have some people in our kitchen who 
are not the strongest when it comes to 
literacy." 
Trust 
 
RD5 "If you see on the 3-4 ID or the last person 
that modified that menu was one of our 
preference people, leave the ticket the way it 
is.  They were in the room.  The nurse 
could've approved that.  They locked it down 
which means they wanted, that patient wants 
to have it, they're trained to do that." 
Control the system. 
 
RD5 "You have some people (diet clerks) they try 
to control the system and just let the system 
do what it's doing." 
Clinical knowledge of 
the diet clerks. 
 
RD5 "Biggest challenge in the diet office are their 
(diet clerks) clinical knowledge of the diets." 
Have to be more 
knowledgeable on the 
diets. 
 
RD5 
 
 
The webinars and stuff 
helped 
RD5 
 
Didn't get all the 
training we needed. 
 
RD5 
 
We had to change all 
the diet orders 
 
RD5 
 
Problems with the 
databases. 
 
RD5 "It was more just that we were having so 
many changes with problems with the menu, 
at first with the restrictions.  I mean that was 
like a two-month period." 
Restrictions on menu 
items not correct. 
 
RD5 "That week when we went live…I was in 
there changing.  And then I'm realizing "oh 
well, the restrictions on this recipe are 
wrong.  I mean, a diabetic diet should be 
allowed to have applesauce.  This should be 
you know."  
Understanding how the 
system thinks. 
RD5 "One of our diet clerks that is our strongest 
that understood the system best 'cause she 
just kinda had the mind where "OH this is 
what it's thinkin' this is why I need to change 
it." 
Reading the tickets. 
 
RD5 
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Research objective #3:  Identify the factors foodservice staff and directors recognize as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Learning to read the 
tickets. 
 RD5  
Not all the patient diets 
are the same, so 
needing to read the 
tickets correctly. 
 
RD5 
 
Wasn't able to test 
before going live. 
 
RD5 "The week before, this is just one thing 
where, you know, cause I'm kind of askin'.  
They're like you know, "Change your menus, 
do this, do this, run the smart subs.' Well, we 
didn't, it wasn't going live with meditech 
until four days before we went live so I 
couldn't test smart subs to see what it was 
doing." 
Thought it was rushed. 
 
RD5 
 
 
Leadership from the 
dietitian showing 
availability and desire 
to help the diet office. 
RD5 
 
 
Strongest person in the 
diet office. 
RD5 
 
 
Worked to learn 
everything that 
everybody would have 
to do. 
RD5 "Just learn, learn everything that everybody 
would have to do in it." 
 
Hands on training. RD6 "The biggest help was just actually sitting 
down and doing it, have that training, and 
having examples given." 
Had a lot of questions 
that had to be worked 
out during the first few 
days and weeks. 
 
RD6 
 
Several weeks of 
craziness. 
 
RD7 
 
Just a jumbled mess. 
 
RD7 
 
Rooms didn't exist, 
patients did not get 
trays… 
 
RD7 
 
Trust  
 
RD7 "They are capable in the diet office and they 
can do it.  I just like to double check and 
make sure that it's done correctly." 
The interface. 
 
RD7 
 
Needed better training. 
 
RD7 
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Research objective #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
To think just how to use 
the system 
 
RD7 
 
Didn't want to change 
based on a good system 
already in place. 
 
RD7 "Take something that worked well and 
change it…to me, I didn't see the point." 
Did not welcome the 
change. 
 
RD7 
 
The diets were just 
thrown together.  Like 
this was a rush project. 
 
RD7 
 
 
RD Support in the diet 
office and kitchen. 
RD8 "not that I don't wanna be helpful and do my 
part, but when this system went into play, I 
was workin on the line.  I was washin dishes.  
I was answerin the phone.  I was callin 
patients taking orders from my desk." 
Felt like the world was 
caving in on them. 
 
RD8 
 
 
Shared information 
from the director and 
clinical manager. 
RD8 "They tried to share it with me so that I 
would be as prepared as they were (clinical 
manager, director)."  
Computers not 
communicating to each 
other 
 
RD8 
 
Diet office staff just 
could not do it. 
 
RD8 "We had a diet office staff that just couldn't 
cut it anymore and they've worked in the diet 
office for years." 
Need a more educated 
diet office staff. 
 
RD8 
 
Training process should 
have started sooner 
 
RD8 
 
No clue as to what was 
going to happen until it 
went live. 
 
RD8 "You’re talking about the dietitians who are 
registered dietitians who know a lot about 
food, who know a lot about how tray 
services and things should run.  But I feel 
like we had no clue, really, what it was 
gonna be like until the moment that it 
happened." 
More training on how 
to maneuver the system 
better to fix things that 
came up. 
 
RD8 
 
 
Conference calls. RD8 "I did appreciate the conference calls.  There 
were just…not enough of them and limited 
training."  
Hands on training. RD8 
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Research objectives #3:  Identify the factors foodservice staff and directors recognized as 
barriers and/or facilitators regarding the implementation of specialized foodservice software? 
(Continued) 
Barriers Identified Facilitators Identified Participant Illustrious Quote 
Database not done 
correctly 
 
RD8 "Hope that we can clean up some of the 
mess that's in it of who originally 
programmed it." 
Didn't want to change. 
 
RD8 
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Research objective #4:  Determine how employees of the department perceive the 
communication provided prior to and during software implementation? 
Communication 
- overall 
Communication 
- Division 
Communication 
– [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
Felt left in the 
dark 
      DO Sup 
#2 
"We were kinda left in the 
dark on that" 
  Poor 
communication 
    DO Sup 
#3 
  
    Communication 
moderate 
  DO Sup 
#3 
  
Needed an 
overall picture 
of the plan and 
the impact. 
      DO Sup 
#3 
"Just the overall picture 
woulda been nice" 
Communication 
to employees 
hampered by 
lack of 
preparedness by 
the DO 
Supervisor at 
Site 5 because 
she felt the 
communication 
regarding the 
implementation 
was poor 
      DO 
SUP #3 
"I wish I could have been 
more prepared so I could 
communicate better to our 
employees" 
    Trainer from 
[the software] 
did a good job 
  DO Sup 
#2 
  
    Went through a 
couple of 
different 
webinar 
trainers. 
  DO Sup 
#2 
"We went through a 
couple different people 
before we finally got to 
someone who did a better 
job." 
  Copied the 
division menu.  
No 
communication 
regarding how 
this process is all 
going to take 
place. 
    DO Sup 
#2 
“We copied the division 
menus.  No one actually 
sat down and said, "OK, 
this is what we're gonna 
do" 
     Communication 
from director 
was not 
adequate; no 
blame to the 
director. 
DO Sup 
#2 
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Research objective #4:  Determine how employees of the department perceive the 
communication provided prior to and during software implementation? 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
      Did not seek 
information 
from other 
individuals who 
already had 
gone through 
the 
implementation 
DO Sup 
#3 
  
      Did not speak 
to someone 
about the 
implementation 
prior to 
implementation 
DO Sup 
#2 
  
      Not adequate 
information 
from the 
director. 
DO Sup 
#1 
  
Felt the 
communication 
overall was 
haphazard 
      DO Sup 
#1 
  
    Diet orders 
should have 
been 
communicated 
differently. 
  DO Sup 
#1 
  
    Printing of 
reports should 
have been 
communicated 
differently. 
  Do Sup 
#1 
  
  Division 
changing items 
in the 
database/menus 
without letting 
the hospitals 
know about the 
change. 
    DO Sup 
#2 
"One week we do this 
menu and the next week, 
suddenly there's 
something new on there!"  
So that, that was kinda 
weird, it happens less 
now, but every so 
often…it's just kinda 
odd." 
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Research objective #4:  Determine how employees of the department perceive the 
communication provided prior to and during software implementation? 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
How the diets 
that are entered 
in the software.  
The nutritionals 
that go along 
with every diet.  
How the diets 
are connected 
pieced together.  
Should have 
been 
communicated 
differently. 
      DO Sup 
#3 
  
Needed to 
understand how 
all the pieces of 
the program go 
together.  How 
the program 
foods are set up 
in there.  
Probably would 
be my biggest 
ones. 
      DO Sup 
#3 
  
Being a little 
more…aware 
of how things 
were goin.  OK, 
we're gonna get 
this menu.  
How can we 
change it?  
What are we 
able to modify 
it? 
      DO Sup 
#2 
  
Needed a more 
systematic 
process to the 
implementation
. 
      DO Sup 
#3 
"I would've done more 
like visuals to say "This is 
the expectations today.  
This is the expectations 
we're gonna be doing the 
next day.  And this is the 
next.  And we're gonna do 
training and you're gonna 
get all of this 
information." 
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Research objective #4:  Determine how did employees of the department perceive the 
communication provided prior to and during software implementation? 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
The whole 
process should 
have been laid 
out step by 
step. Check one 
step off, then 
the next step, 
etc. 
      DO Sup 
#2 
We're gonna do this.  This 
is how it's gonna be done. 
And it shoulda been laid 
out step by step.  Check it 
off.  Alright, next.  Check 
it off."  Really wasn't a 
whole lot of that. 
Did not get the 
big picture. 
      DO Sup 
#3 
"Hey, give me the big 
picture so I can share my 
big picture with 
everyone." 
Give the big 
picture in the 
beginning to 
help explain to 
the staff, 
instead of 
learning at the 
same time as 
they are. 
      DO Sup 
#3 
  
Been exposed 
to more aspects 
of the software 
and functions 
prior to go live. 
      DO Sup 
#3 
  
    The trainer was 
good. 
  DO Sup 
#3 
  
    There were 
things that were 
not covered in 
the training at 
all. 
  DO Sup 
#3 
  
    Some of the 
training 
included 
information that 
was not needed 
for that 
audience. 
  DO Sup 
#3 
  
    The training 
was segmented 
into bits and 
pieces, lacked a 
good overview. 
  DO Sup 
#3 
"They explained very 
small bits and pieces of 
the program, and never 
really gave a big picture 
overview." 
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Research objective #4:  Determine how did employees of the department perceive the 
communication provided prior to and during software implementation? 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
    Give a big 
picture. And 
then she the 
endpoint and 
how the 
software works 
to get there. 
  DO Sup 
#3 
"If they could've given us 
a big picture overview of 
"This is how this works 
and this is…our 
endpoint…it would've 
made life a lot easier." 
    The trainer for 
the amount of 
time that she 
had did a really 
good job. 
  DO Sup 
#2 
  
    Webinars did 
not help very 
much. 
  DO Sup 
#2 
  
  Sat down at the 
beginning stages 
with other 
directors, etc.  
There was a lot 
of knowledge 
there. 
    DO Sup  
#2 
  
It was all kinda 
thrown at us. 
      DO Sup 
#2 
"It was all kinda thrown 
at us.  I don't know! I 
don't know how to answer 
that." 
It felt rushed.  It 
felt very rushed 
for the sake of 
getting it in 
there, getting it 
done so we can 
keep moving. 
      DO Sup 
#2 
  
      More like "the 
software is 
coming next 
week.  You'll 
be training on 
these two 
days." 
DC4   
      Felt it was 
communicated 
early enough 
for the diet 
office staff. 
DC4   
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Research objectives #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
[the software] 
implemented to 
try something 
"worldwide" 
      DC1   
Wanted the 
same menus 
and same thing 
across hospitals 
      DC2   
Implemented 
because the 
directors and 
dietitians asked 
for it, division 
researched it 
and did it. 
      DC3   
  Things are still 
being offered 
that they 
(Division) say 
we're not 
supposed to 
offer. 
 
    DC3   
      Downtime 
procedures not 
laid out. 
DC11 "I would have liked to 
have known what to do 
when the system wasn't 
connected and wasn't 
printing the tickets as 
batches like it was 
supposed to. 
I've just had to 
kinda figure 
stuff out on my 
own. 
 
      DC10   
    They told us 
preferences 
don't really do 
anything.  I 
worked with it 
and realized yes 
it does! 
  DC10 "If somebody wants grape 
jelly instead of 
strawberry, we can put 
that in preferences and 
it'll work." 
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Research objective #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
      The director 
talked to the 
staff about the 
change.  Then 
there were 
classes and that 
helped kinda. 
DC5   
    Trainers could 
have been a 
little bit more 
knowledgeable. 
  DC4   
  The people who 
did come with 
the software 
company, it was 
kinda touch and 
go with them too 
because we were 
one of the first 
ones they set 
up…they were 
kinda learning 
along too. 
    DC4   
    Needed to 
explain more of 
the day-to-day 
routine. 
  DC3   
    I knew some of 
the procedures, 
but some stuff 
they didn't tell 
you. 
  DC3   
      Director 
attended 
classes. 
DC5   
      Director 
discussed what 
was going to 
happen, how it 
was going to 
play out, and 
then started 
training. 
DC5   
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Research objective #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
      Direct was 
involved more 
in the 
background. 
DC4   
      Director came 
to the diet 
office to learn. 
DC4 "He (Director) did come 
into the office and try to 
get involved with the 
learning of the system 
itself.  And he does know 
how to do a little bit with 
[the software].” 
      Director could 
get in the diet 
office and 
probably wing 
it. 
DC3   
      Director 
attended 
training. 
DC3   
      Director made 
sure the staff 
went to classes. 
DC3   
      Director 
communicated 
who we were 
supposed to 
talk to if we 
had any 
questions. 
Dc3   
      Director made 
everything open 
door. 
DC6   
      Making the 
dietitians 
available. 
DC6   
      Director 
provided 
motivational 
communication. 
DC6 "AHHH, We're gonna do 
this for a couple of weeks.  
It's gonna be hectic but 
we'll get through it." 
      They said 
"Change is 
coming" 
DC8   
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Research objective #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
      The director 
provided 
support. 
DC8 "He helped (director) like 
when we was getting 
started he…he would say 
"somebody's gonna be 
with you the next couple 
days if you need help."  
"After I left one day, he 
(director) said, "Don't be 
worried! We may be a 
little bit late, but 
somebody will be there to 
help you with it.  If you 
need it next week, we'll 
help you." 
The 
communication 
was 
appropriate. 
      DC4 "I think it worked…for 
the way our department 
is, to prevent the spread 
of fear."  "I think it 
would've been…people 
would've spread just fear 
and anxiety about the 
whole situation." 
        DC4 "I wish there woulda been 
maybe more information 
given…but like I said, 
with our department 
dynamics, I don't know if 
that woulda been the best 
idea because of the fear of 
change." 
      The director 
gave support. 
DC8 "I think we did a good 
job.  (The director) thinks 
so too." 
    Communication 
pretty good 
from [the 
software]. 
  DC6   
Communication 
was okay. 
      DC6   
Not a lot of 
communication 
from 
department 
leadership. 
      DC6 "Not really, I mean, they 
said we were gonna do it 
but other than that…" 
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Research objective #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
      Communication 
was about right. 
DC4 "I think that if we 
would've given out all this 
information and people 
would've gone and looked 
into it on their own, they 
would've seen wrong 
information and spread 
misinformation about the 
system." 
      All it is, is 
where a speech 
pathologist, 
nurse, or 
whatever, they 
don't 
understand. 
DC3   
    Review the 
communication 
from [the 
software] 
periodically. 
  DC3   
    Kept the 
training on the 
computer. 
  DC3   
    Communication 
from [the 
software] was a 
lot. 
  DC3   
Communication 
(content) was 
pretty good, but 
was fast paced 
and rushed. 
      DC11   
Needed more 
communication 
      DC2   
      Communication 
with the 
kitchen. 
DC2   
      Able to 
communicate 
with the line. 
DC3   
Overall lack of 
communication. 
      DC2   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
      Communicate 
to the 
production 
folks through a 
paging system. 
DC1   
Communication 
was confusing. 
      DC1   
Dietitians 
communicate 
with the diet 
office more. 
      DC1   
Would liked to 
have known it 
[software 
programming] 
wasn't ready. 
      DC2   
      Communication 
with nursing 
services. 
DC2   
Dietitians 
would make 
cheat sheets. 
      DC1   
      Nursing 
services 
understanding 
the system - 
meditech 
DC11 "If a nurse called down 
wantin a tray for a patient 
who hasn't a diet in the 
system, they expect for us 
to put it in when that's not 
necessarily our job." 
      Nursing 
services 
understanding 
they have to put 
the order in 
first. 
DC6   
      Communication 
with nursing. 
DC4 "have to have good 
communication with your 
nurses" 
      Getting the 
allergy 
information 
from the 
patients and 
nurses into the 
system. 
DC3   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
        RD8 "I think it was easier to 
unify us in the way that 
most of the hospitals run 
versus in the way that one 
or two run, even if the one 
or two was run much 
more efficiently." 
Need more of 
how this is 
actually going 
to look once it 
happens. 
      RD7   
       Feel like I 
received all the 
communication 
I could get from 
my Director. 
RD8   
      Adequate 
information 
from director. 
RD7   
Communication 
was good. 
      RD6   
      Communication 
from director 
was good. 
RD6   
Communication 
not clear. 
      RD5 "The menu that we got 
was set up for room 
service and we're not 
room service…so that to 
me…how was I supposed 
to know that?  It's just 
like, "oh…you pick the 
food items". 
    Available to 
answer 
questions, 
helped out with 
go-live 
  RD5   
      Need to 
communicate 
that the data 
was not right. 
RD4   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
Communication 
was fine as far 
as what was 
gonna happen 
and how it was 
gonna happen 
until they got 
here and we 
went live. 
      RD4   
  Not 
communicating 
when updates are 
happening. 
    RD4 "Just let us know what 
you're doing so when you 
do an update we're aware 
that this is what's gonna 
happen." 
  We’re not made 
aware of changes 
that were 
occurring to the 
ground menu, 
cause a major 
issue in the diet 
office. 
    RD4 "They (division) didn't 
tell us then they were 
gonna tweak the ground 
menu.  She (RD) had 
spent a week fixin some 
stuff so that it would talk 
right for us, and then it 
deleted and went to that 
she had just spent all this 
time fixin." 
Communication 
was we'll wait 
and see what it 
looks like when 
we go live. 
      RD1   
Communication 
was chaotic. 
      RD1   
      Many questions 
to her boss 
when software 
went live. 
RD1   
Had plenty of 
foreknowledge 
      RD2   
Communication 
"It's coming" 
      RD2   
      RD not taking 
issues to the 
kitchen. 
RD2 "I told them (nursing), 
let…let them know (the 
kitchen) what the issues 
are." 
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
      There is some 
kind of 
disconnect. 
RD3 "Nursing asking 'what can 
we do to help you guys so 
it doesn't seem like we're 
angry when we're calling 
down cause we're missing 
a tray.  Because we're 
starting to get the feeling 
you guys don't know.  
You're not doing it on 
purpose.'" 
      It looks like 
nursing and 
dietary cannot 
communicate. 
RD8   
No 
communication 
that tube 
feedings and 
supplements 
wouldn't 
interface. 
      RD7   
The computer 
systems were 
are two 
different time 
zones. 
      RD5   
Comment 
section in 
CPOE should 
be taken out. 
      RD6   
    Conference 
calls covered 
every topic 
pretty 
thoroughly. 
  RD7   
      A lot of 
learning takes 
place when 
actually using 
the process. 
 
RD7   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
    Conference 
calls were 
good, but what 
you learned on 
the calls was 
hard to process 
because there 
was no basis for 
what was being 
discussed. 
  RD8 "It was good to have 
those conference calls, 
but a lotta what you 
learned on the conference 
calls, you couldn't process 
it at first because you 
didn't even have any basis 
for knowing what they 
were telling you at the 
moment." 
Was made 
aware of the 
training with 
advanced 
notice. 
      RD2   
  Would like to 
have known that 
the recipes 
weren't gonna be 
there. 
    RD4   
Did not 
communicate 
that the menus 
were set up for 
room service 
and would not 
work for Site 3 
      RD5   
    Understand 
why the system 
is choosing the 
foods it is 
choosing. 
  RD5   
Did not speak 
to another 
director prior to 
implementation 
      RD5   
Did not visit 
another facility 
that went 
through 
implementation 
      RD8   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
Did not speak 
to another 
director prior to 
implementation 
      RD7   
Did not speak 
to another 
director or RD 
prior to 
implementation 
      RD2   
No contact with 
another hospital 
about [the 
software]. 
      RD1   
Needs to be a 
clearer line of 
communication 
between people 
who are using 
the software 
with the people 
who like update 
the software.  
So our jobs can 
run a little more 
smoothly. 
      RD3   
    Some sort of 
mechanism to 
update the 
software to 
improve 
function. 
  RD3 "The only reference I 
really have is like on my 
phone, like if I have an 
app that I'm using and it's 
constantly crashing or 
isn't working the right 
way.  And then I get like 
"oh you can update this 
app" And I'll update it and 
they're like "Oh well, we 
fixed these bugs and we 
did this and this."  That's 
kinda what I'm thinking." 
Wish I would 
have 
understood how 
the substitution 
process worked 
better. 
      RD7   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
Program feels 
like it was built 
by people who 
were rushed. 
      RD8   
Communication 
was adequate, 
but very, very 
rushed. 
      RD8   
    [The software] 
told Site 3 that 
they would not 
have set up this 
roll out this 
way. 
  RD4   
    [The software] 
kept telling 
division this is 
not normal 
(implementing 
this fast). 
  RD4   
  Division did not 
change course 
based on 
concerns voiced 
by [the 
software]. 
Got adequate 
information 
from [the 
software] 
trainer on site. 
  RD5 "I feel I got adequate 
(information) from the 
software specialist that 
came.  They did their job 
within their capacity.  But 
I think they had an 
awkward situation…I 
think they had expressed 
a lotta concerns about the 
way division did this and 
their concerns were just 
kinda thrown out the 
window. 
  Not exactly sure 
of the 
channel…contac
t to get things 
fixed or like add 
it to the system.  
But we just 
haven't been able 
to get things 
added or fixed 
yet. 
    RD3   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
  When the 
experts who 
know the 
software, who 
know the 
program are 
telling you 
“don't do that" I 
don't know. 
    RD5   
  Solicit info 
expertise from 
hospitals. 
    RD8 "So instead of saying 
whose doin it right? 
Whose doin it well? 
Who's at the top of the 
satisfaction thing? And 
let's follow that?"  It was 
just like, "Hey most of 
them really don't have 
anything, this is better 
than nothing.  Let's just 
put this in.  This is 
cheaper." 
      The director 
communicated 
whatever she 
knew.  We 
were all 
learning it at 
the same time. 
RD2   
      Director input 
adequate. 
RD1   
Needed more 
input from 
directors. 
      FSD4 "If we coulda had some 
input on that it woulda 
helped too." 
Wanted to be 
more heard. 
      FSD3 "It's better to know that 
you've been heard." 
Needed more 
input from 
directors. 
      FSD3 "I would've gotten a little 
bit more input, you know, 
as the main group was 
deciding things.  Throw it 
out to the larger group to 
see if there was just any 
really big…"No, we're not 
feelin that or not" 
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
    Communication 
seemed more 
like sales 
pitches rather 
than training. 
  FSD5 "Communication with 
[the software] was ok, but 
I still felt like the 
webinars were more sales 
pitches than "this is how 
it's really gonna work." 
    Communication 
from [the 
software] - 
been pretty 
good 
  FSD4   
Plenty of 
communication 
that it was 
coming (the 
software). 
      FSD3   
    Communication 
from [the 
software] - 
excellent 
  FSD3   
      Cheerleading FSD3 "Publically, I was a 
cheerleader because…for 
better or worse, it is what 
we were changin to and it 
better to get behind it and 
push it instead of have it 
run you over." 
      Try to be 
positive 
FSD5 "you try to be really 
positive but by the end of 
the week you're 
like…"this is not really 
gonna have as much 
functionality as we 
thought." 
      Be open and 
available to 
employees. 
FSD4 "Tried to answer all their 
questions.  Tried to calm 
any fears which when we 
started did absolutely no 
good." 
      Spoke the 
message. 
FSD3 "We spoke the message 
that we were gonna 
totally turn our model on 
its head." 
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
Message 
received well 
by employees. 
      FSD3   
RD assured the 
director. 
      FSD3 "Anything I don't know 
she…was just there to say 
"you won't look like a 
fool.  It's ok." 
She will not let 
us fail. 
      FSD3   
The training 
schedule was 
useful. 
      FSD5 "I guess the biggest think, 
they sent us the training 
schedule.  The only thing 
that was useful, I guess 
was the training 
schedules" 
  Communication 
from division - 
neutral. 
    FSD5 "I don't think I got 
everything I needed, but I 
think I did get some 
stuff." 
Just that it was 
coming. 
      FSD5   
Asked a lot of 
questions, but 
got very little 
answers about 
some of the 
functionality of 
it. 
      FSD5 "I was relying on what 
was being fed to me from 
a division level or from 
[the software] which, I 
found…I asked a lotta 
questions and got very 
little answers about some 
of the functionality of it." 
  No warning that 
the software 
build is not 
perfect. 
    FSD3 "If I know something isn't 
perfect right off the bat, 
that's ok.  I can deal with 
it.  But if there's no 
warning shot, and it's just 
boom, this lands in your 
lap, that causes problems. 
  No guidance 
from division. 
    FSD3 "But there was no 
guidance from division as 
to "you need to make 
sure, Not everything's 
ready." 
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
  "and, oh, by the 
way, we're 
starting 
Monday” That 
kind of…that 
was the rollout. 
    FSD3   
Not much 
communication 
as to what was 
being done to 
get ready for it. 
      FSD3   
Would like to 
have known 
where the 
project was 
before we 
pressed into go 
live. 
      FSD3   
  Fair     FSD3   
Not told that 
there's a lot of 
footwork on the 
front end. 
      FSD3 "I think we should have 
been told that there is a 
lotta footwork on the 
frontend if we wanna 
make this project 
successful." 
    Always 
answered any 
question 
  FSD2   
    Responded in a 
timely manner. 
  FSD2   
  Communication 
was good, but 
sometimes 
overwhelming. 
    FSD2   
  Constantly 
getting emails, 
sometimes 2-3 
times a day. 
    FSD2   
Communicated 
with employees 
about the 
change. 
      FSD4   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
Response to 
change was as 
expected. 
      FSD3   
      Communicated 
to the staff that 
we were going 
to have to 
change and it 
was going to 
change a lot. 
FSD3 "Communicated that 
we're gonna turn, turn 
everything upside down.  
Everything that they 
know now, keep it in your 
head, hold onto it, but 
don't hold onto it for dear 
life…we're just gonna 
have to change" 
Always want 
the worst case. 
      FSD3 "I'm always a "give me 
the worst case, I'll hope 
for the best, but I plan for 
the worst." 
      Once the go-
live 
came…there 
was a lotta stuff 
I felt like they 
coulda told us 
prior to the go-
live.  So it was 
like a hit and 
miss situation. 
FSD2   
Have to answer 
to whole levels 
of people about 
your operation. 
      FSD3 "The reality of it is you 
have to answer to whole 
levels of people, first and 
foremost your patients.  
Second your nurses.  So it 
was that immense 
pressure that was put, and 
then your CEO's asking 
"what the hell's goin on in 
dietary." 
    Training did 
help to 
understand. 
  FSD4 "It was just like "ok, this 
is a training.  We're done.  
I don't even know what 
I'm doing yet so…" 
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
    Did not have a 
good 
understanding 
of the program, 
needed more 
explanation. 
  FSD4 "We did a lot of online 
training sessions.  I think 
if we had known more 
information and 
understood more, had 
better explanations about 
stuff, about creating all 
these modules and stuff, I 
think if we'd had some 
more information on that, 
it woulda helped too." 
  Communication 
from division 
didn't help the 
end users. 
    FSD2   
Communication 
more geared for 
the director. 
      FSD2   
Did not have a 
full 
understanding 
of what the 
program could 
and could not 
do. 
      FSD5 "I felt like the training 
was helpful, but I think, 
even for my employees, 
and myself, we'd be sittin 
in this training and we'd 
be like, oh it doesn't do 
what?" 
    The webinars 
were not 
enough 
information to 
learn about 
functionality. 
  FSD5   
    Webinars felt 
more like a 
sales pitch. 
  FSD5   
    Webinars 
needed to be 
more at the 
granular level. 
  FSD5   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
Did not visit or 
discuss [the 
software] with 
one of the other 
division 
directors. 
      FSD5   
Did talk to 
another director 
and learned 
implementation 
was going to be 
rough 
      FSD4   
Visited a 
hospital two 
years prior to 
implementation 
that had the 
software. 
      FSD3   
    [the software] 
told the site that 
it usually takes 
a minimum of 
nine months for 
implementation 
  FSD5   
    [The software] 
states an 
implementation 
for a single 
client is a 12-18 
month project. 
  FSD3   
  Need to know 
what items 
exactly we 
needed to use 
versus us 
guessing on what 
we need to 
use…item 
numbers. 
 
    FSD2   
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Research Question #4:  Determine how employees of the department perceived the 
communication provided prior to and during software implementation? (continued) 
Communication 
- overall 
Communication 
- Division 
Communication 
- [the software] 
Communication 
- other 
Particip
ant 
Illustrious Quote 
    Needed training 
more on 
application. 
  FSD4 "The training we got was 
good, looking back on it, 
but when we were getting 
the training we weren't 
sure how we were gonna 
apply all of it." 
  Didn't include 
the hospitals. 
    FSD4   
  Didn't have 
much input. 
    FSD4   
Implemented to 
save money 
      FSD1   
      Had to rewrite 
job 
descriptions. 
FSD1   
    Training from 
[the software 
company] 
needed to be in 
simpler terms. 
  FSD1   
Need to have 
the big picture 
before moving 
forward. 
      FSD1   
Needed to build 
a team 
      FSD1   
Needed to send 
out as much 
knowledge as 
they had 
      FSD1   
  Communicated 
as well as they 
knew how. 
    FSD1   
Felt threatened       FSD1 "People do not need to 
feel threatened" 
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Research Objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Sometimes they 
don't send things 
that they probably 
could.   RD4   
Improved food allergy 
management.     DC 4   
Like the new system 
better than the old 
system.   
Not much of a 
benefit to the 
division software DC1   
  
Felt the software is 
behind the times.   DC1   
  
Took 6-8 weeks to 
grasp the new 
software.   DC1   
    
Same challenges as 
before the software. DC1   
    
Always had 2 
patient identifiers. DC1   
Catching majority of 
big allergies.     DC1   
  
The menus pulled 
foods we never 
had.   DC1    
Helpful that the 
software identifies 
standard meals to send 
patients when they do 
not order.  The 
majority of the people 
don't order.     DC10   
  
The menu is very 
standard.  I don't 
like how there's 
really only two 
options.   DC10   
  
The menus did not 
follow the 
guidelines we 
wanted.   DC10 
"We have evidence-based guidelines, 
we wanted our diabetic diets to be 
heart healthy.  As we looked at these 
standard menus…our diabetic diet 
had 4000mg of sodium and that's 
double of what they should be 
getting." 
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
[The software], it's 
a lot more manual 
labor, the diet clerk 
has to go in and 
kinda keep an eye 
on it.   DC10   
  
Software does not 
have a check and 
balance.   DC10   
  
Expected the 
software to run 
more smoothly.   DC10   
  
Different levels of 
user abilities.   DC10 
"Concerns is that not everybody is on 
the same page."  "I've kinda learned 
some new things, and some of the 
girls don't know how to do stuff." 
  
Biggest challenge 
is trying to call 
everybody.   DC10   
  
No longer have 
menus for patients 
to order from and 
having to call the 
patients.   DC10   
  
Telling the patients 
the menus have 
changed and they 
are not able to 
order their meals.   DC10 
"We’re really having to tell every 
new admission, "I'm sorry, there's no 
menus; this is our new system."…So 
people are very frustrated cause 
there's not a menu." 
  
Relying on nursing 
to put in the 
allergies.   DC10   
  
Allergies often 
eliminates a lot of 
foods that do not 
make sense.   DC10 
"The allergies just don't seem to 
correlate correctly.  A lotta times the 
allergies kind of eliminate a lot of 
things that don't make sense." 
  
The printed tickets 
are harder on the 
eyes, not as easy 
for trayline 
workers to read.   DC11   
    
Much of the job and 
functions are the 
same. DC11   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
Even though it's a 
struggle with this new 
system, I 
honestly…like it better.     DC11   
  
Software not very 
user friendly.   DC11 
"Like everything was easier to find 
then, and it was just like a click away, 
not a window or two away." 
  
Too many steps to 
get the tickets to 
print at once.   DC11   
  
The system is 
harder and doesn't 
run as smooth.   DC11 
"It (the previous system) was a lot 
easier, a lot smoother." 
  
More windows to 
go through to get 
to a patient.   DC11   
Making patients happy.     DC11   
  
We can't get it 
together.  So it 
becomes a 
challenge everyday 
with that.   DC11   
  
Nursing services 
are not on the same 
accord as us. 
Before wasn't a 
problem.   DC11   
  
Relying on nurses 
to change the diets 
over so the FNS 
department change 
the right foods for 
the right diets for 
the right patients.   DC11   
    
No change to patient 
identifiers. DC11   
Allergies and dislikes 
are an improvement 
over the old system.     DC11 
"I love that.  They have a tab 
especially for that (allergies)…so if 
you would click on the tab, click on 
the food allergy or the food item they 
dislike, you can just drag it to the 
allergies or drag it to the dislikes and 
it'll take it off the menu." 
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
    
Same challenges as 
before the software. DC2   
    
The diet office 
essentially works the 
same since the 
implementation. DC2   
Benefit that allergies 
are coming across from 
meditech     DC2   
If allergy is not coded 
have to go into [the 
software] and move to 
allergies.     DC2   
  
Sometimes the 
software and 
meditech are 
supposed to mesh, 
sometimes they 
don't   DC3   
It's made it easier for 
trayline to see 'cause 
we have a couple of 
people here that write 
really terrible.     DC3   
It helped them 
(trayline) read tickets 
quicker.     DC3   
  
You have to tweak 
it for your own 
facility.   DC3   
  
Not enough people 
skilled to work in 
the diet office 
using the software.   DC3   
  
Worried about 
taking vacation 
because not sure 
how the diet office 
will make it.   DC3   
  
Some of the 
kitchen employees 
wish it would go 
back to the old 
manual system.   DC3   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
The computer system 
will not let me enter 
something you (patient) 
can't have.     Dc3   
Less yelling to the 
production people of 
items being added on.  
Can print reports.     DC3   
Able to discuss with 
patients their menu 
options, based on what 
the computer is 
showing as allowed.     DC3   
    
Same frustrations 
/interruptions as 
before. DC3   
If it’s entered (allergy), 
it's helped a great deal, 
can’t choose foods with 
allergens.     DC3   
Patient identifiers 
clearly marked on each 
ticket.     DC3 
"When handwritten sometimes that 
can be messed up" 
Had to be 
implemented, if not the 
hospital would be left 
behind.     DC4   
A sense of moving 
forward     DC4 
"We have to keep moving…in a 
direction.  It might not be the right 
direction.  I feel this was the right 
direction.  But we have to keep 
moving." 
Trayline personnel do 
not have to know the 
principles of the diets 
as much because 
everything is printed on 
the tickets.     DC4 
"They don't have to know that a 
cardiac doesn't get salt.  They don't 
have to know that a cardiac is a low 
fat diet.  And they don't have to know 
that low fat diets can't have chicken 
fingers, because it will never print 
chicken fingers on that diet." 
Can put less 
experienced people on 
the trayline.     DC4   
People couldn't read 
the tickets.     DC4   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
It (software) really 
cleans up the tickets 
and makes them more 
legible.     DC4   
  
Highlight anything 
on the tickets that's 
strange or outta 
place to help 
trayline.   DC4   
It will be beneficial to 
the diet office.     DC4 
"I think once (the software) gets 
finalized and we get all of what we 
need in it or everybody's on the same 
page again with the diets, I think it'll 
be great." 
Saving a person’s likes 
and dislikes in the 
system.     DC4   
Saving a person's 
information from a 
previous discharge.     DC4   
Have to be in the diet 
office less than with 
previous process. 
(manual)     DC4   
  
[The software] isn't 
intuitive enough 
to…do the diets 
exactly.   DC4   
    
Same challenges as 
before the software. DC4   
Can lock usual items 
onto a patient ticket if 
needed.     DC4 
"Then people just getting random 
things that somebody would 
handwrite and say 'yes, it's ok'.  With 
[the software], you can't really 
just…give them something.  You 
have to lock it in." 
It gives some more 
accountability.     DC4 
"When you lock it in, it's locked in 
underneath your credentials.  And 
then, if they really couldn't have it, 
they know who to go back and ask 
and go, "well, why did you do this?" 
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
Able to lock in the 
need for a patient to get 
plastic.     DC4 
"With patient safety…we've had a lot 
of precaution rooms where they had 
plastic.  You can just black that in on 
every tray, and it gets locked in. and 
you don't have to think about it again 
so that's already there." 
Diet office used to get 
blamed on how the 
diets were being 
brought up.  But now, 
to me, it's like, you 
can't really put it on us 
because you're, like the 
nurses and stuff, are 
actually puttin it in.     DC5   
By seeing the menu 
items for different 
types of diets, it helps 
the trayline personnel 
learn the different diets.     DC5   
The tickets have listed 
exactly everything that 
is supposed to be on 
the tray. It helps the 
line go a little faster.     DC5   
Being able to do the 
job better, quicker, and 
right.     DC5   
Feel like basic dietary 
knowledge has 
increased since using 
the software.     DC5   
    
Diet office 
challenges not really 
changed. DC5 
"You still had people calling and 
saying "Hey, you know, I want a 
different diet, a different menu" or I 
don't want pork chops; I want a 
hamburger, it's the same thing." 
    
Not really a 
challenge using the 
software anymore. DC5 
"I'm used to it.  I don't feel like there's 
a challenge any, anymore." 
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Trying to do 
everything at one, 
one time cause you 
have to be fast, you 
really have to 
be…at a certain 
point.   DC5   
Helps to reduce 
sending the wrong 
items on diets.     DC5 
"If we didn't have that we might just 
say "Oh, well, it's a renal.  Do we 
need to give him this or not?" 
As long as the allergies 
are put in, it works.     DC5   
The software will know 
to take an item with an 
allergen off and 
substitute something 
without the allergy.     DC6   
Tickets are bolder, 
more legible.     DC6   
Tickets have only what 
is supposed to be sent 
on them.     DC6 
"You don't have to try and find a 
circle.  The only thing on the ticket is 
what you need, as opposed to 
everything that was on it before." 
  
Issues with 
implementing diets 
into the software.   DC6   
Helps the diet office 
make sure the patient 
gets exactly what they 
want, with a little less 
human error.     DC6   
The software 
eliminates a lot of 
problems, and creates a 
few.     DC6 
"[the software] eliminates a lot of the 
…it eliminates a lot of problems, and 
it creates a few that we didn't have to 
worry about before." 
No longer have to write 
diet restrictions.     DC6   
Elimination of the 
handwritten tickets.     DC6   
Allows diets to be that 
much more current.     DC6   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
Easier to find and look 
up patients then prior 
system.     DC6   
  
Not as easy to 
make a connection 
to the patients as 
when handwriting 
the menus.   Dc6 
"By hand doing those tickets…I 
would read those patient menus.  So 
in my head I went "They're still here! 
Oh, I know they don't like that.  They 
don't like this." 
    
No change to patient 
identifiers. DC6   
The software will 
automatically pull of a 
menu item that has an 
allergen in the recipe.     DC6   
Less manual work.     DC7   
    
Challenge - nursing 
services not putting 
diet orders in timely. DC7   
    
Same challenges as 
before the software. DC7   
    
Patients still not 
communicating that 
they are allergic to 
food. DC7   
  
Computers go 
down and have to 
write everything.   DC8 
"The day before Christmas, the 
computers went down.  We had a 
copy of something, of everybody that 
was on a diet.  We just had to start 
writin' the initials and write the diet." 
  
Sometimes the 
computer just 
blanks out on us.   DC8   
    I don't know DC8   
Change was for the 
good.     DC8   
Easier     DC8 
"The said it was gonna be easier 
which it's pretty much easier." 
I'd say it's 
easier/quicker, but we 
are busy.     DC8   
290 
 
APPENDIX N.  
 
CODEBOOK 
 
Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Greatest challenge 
is learning the 
computer.   DC8   
    
Most of the diet 
offices challenges 
are the same as 
before the 
implementation. DC8   
    
Normal practice to 
write patient initials 
and room number on 
each ticket. DC8   
We can manually add 
allergies to [the 
software]     DC8   
  
Time lapse 
between the order 
being inputted in 
Meditech and 
coming over to the 
software.   DC9   
  
Sometimes the 
interface between 
Meditech and the 
software does not 
work.   DC9   
  
Because the 
hospitals serve 
different things, 
stuff pops on there 
that we don't serve.   DC9   
  
Received the 
Meditech orders 
better prior to [the 
software].   DC9   
    
Couldn't tell a 
benefit. DC9   
  
Still trying to learn 
the system.   DC9   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
    
Biggest challenge in 
the diet office is 
satisfying patients; 
Same challenges as 
before. DC9   
It locks allergies in 
before we even can 
look at it.  They already 
handle it.     DC9   
    
Not a whole lot of 
benefit. 
DO Sup 
#1 
"Not all that different than the old 
version" (70) 
    
Always did patient 
identifiers - no 
change. 
DO Sup 
#1   
  
Increased stress 
level in the diet 
office.   
DO Sup 
#1   
Printed tickets look 
better.  Nicer looking 
menu.     
DO Sup 
#2   
Saved time previously 
spent on handwriting 
the patient tickets     
DO Sup 
#2   
Staff able to contact 
patients and speak 
directly to them more.     
DO Sup 
#2   
    
Diet offices 
challenges pretty 
much the same as 
before 
implementation 
DO Sup 
#2   
    
Hasn't changed 
patient identifiers 
DO Sup 
#2   
  
Allergy issues with 
Meditech   
DO Sup 
#2   
  
Hard time reading 
the tickets, font is 
too small.   
DO Sup 
#3   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Higher skill level 
of diet office staff.   
DO Sup 
#3   
The software does a 
good job with food 
allergies.  It locks 
foods totally out so that 
staff can't even pick it     
DO Sup 
#3   
    
No better method 
for patient 
identifiers 
DO Sup 
#3   
  
Allergy function 
not right. Not 
allowing items for 
allergies that do 
not have that item.   DO Sup1   
  
Still resolving 
problems.   FSD1   
Allergies much 
improvement     FSD1   
  Eliminates errors.   FSD1   
  
Decreases human 
error.   FSD1   
  
Need to have down 
time procedures.   FSD1   
  
Hard lesson to 
learn.   FSD1   
  
Each facility has 
their own 
challenges.   FSD2   
  
Need a dedicated 
diet office person 
at least 1.5 FTEs   FSD2   
  
You have to print 
all the tickets at 
one time, cannot 
print floor by floor.   FSD2   
  
The diet office is 
taking more of the 
evening 
supervisor's time.   FSD2   
293 
 
APPENDIX N.  
 
CODEBOOK 
 
Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Adjusting to the 
menus, especially 
the cooks.   FSD2   
  
Adjustment 
because we 
prepping more 
salads and trying to 
judge that type of 
stuff.   FSD2   
    
No change to patient 
identifiers. FSD2   
Food allergy tracking 
improved.     FSD2 
"Now that part, I really love and we 
all enjoy that's because that's 
somethin' that you don't have to 
worry about 'cause [the software] 
automatically…they know that 
person have an allergy, they 
automatically eliminate that food 
item…of the menu." 
  
Need a dedicated 
diet clerk.   FSD2   
  
[The software] and 
answering the 
phones, it can be 
challenging and 
overwhelming at 
times.   FSD2   
  
Issues with 
meditech and [the 
software] talking   FSD2   
    
Don't really see a 
benefit. FSD2   
Easy to identify when 
someone is not using 
the system correctly     FSD3 
"It was easy to tell who was not 
working the system because you're 
not getting the same results." 
Helped to standardize.     FSD3 
"[The software] helped to standardize 
it and say "No, this is the way and 
you do it this way." 
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Taking away the 
ability to be 
unique.   FSD3 
"But there are some tried and true 
things that I know that…love to eat.  
I was born and raised here, so I sorta 
have a good sample base.  And I 
knew some things would not work." 
Able to tell what foods 
were allowed and not 
allowed for patients.     FSD3 
"We were no longer…"hey, so and so 
in room so and so wants 
dah.dah.dah."…we were able to tell 
real quick, "yes, he can," "No, he 
can't" "If he can't this is what we 
offer." We were doin' bedside 
connect stuff, and that is super 
because prior she carried around a big 
cart with a ton of paper...this is more 
professional." 
  
No way to start a 
mock program 
where you're just 
playing and at the 
same time 
run…have the 
software available.   FSD3   
Allowing more 
ingenuity in the diet 
office.     FSD3 
"It's allowed us to start thinking of 
ways we can improve our service." 
  
Providing more 
opportunity for the 
diet office to get it 
wrong.   FSD3 
"Now we're giving them all this 
option and inviting all this 
opportunity for us to get it wrong." 
Very strong RD 
support.     FSD3 
"[name of RD] was basically my 
safety blanket" 
Helped build team 
unity by going through 
the process.     FSD3 
"So, through that whole process, we 
as a team feel like there's not a lot 
that can stand in our way if we really 
wanted to tackle something, so it 
sorta gave us that confidence." 
  
Higher skill level 
of diet office staff.   FSD3 
"I do not think that the folks that we 
hire are inherently…already have the 
tools to work with that ([the 
software])." 
  
It's a much higher 
level thinking 
position.   FSD3 
"The biggest change that's come outta 
the diet office is we found that we 
have to have a higher skill level to be 
in there." 
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
No better method 
for patient 
identifiers FSD3 
"I don't like to lean on technology to 
do that for me 'cause what happens 
when the power turns out? You still 
gotta…If your staff is already trained 
and knowing name and birthdate" 
Made us more accurate 
and still plenty 
responsive.     FSD3   
  
Higher skill level 
of diet office staff.   FSD3 
"I think it's a higher-level clinical 
position" 
  
Diet office more 
difficult to train 
employees how to 
do it now.   FSD3 
"Challenges not the same as prior to 
[the software] because I could walk 
somebody through (the diet office) it 
was very basic. On purpose." 
  
Higher skill level 
of diet office staff.   FSD3 
"I can tell you right now, three-
quarters of them are, don't have what 
it takes to go in there (diet office)" 
Improved response 
time to patients.     FSD3   
Added credibility in 
RD and Director     FSD3 
It gave me the opportunity to take 
some people who didn't think we'd 
get there and very vocal employees 
who were detractors and this won't 
work, blah-blah.  And now we're up 
and running and using it and its 
second hand and it's just sorta given a 
little, it put credibility in [name of 
RD] and my vote. 
Gave more ability in 
the diet office.     FSD3   
The computer handles 
what the patients can 
have or not.     FSD4 
"We can actually tailor their menu to 
their diet where we don't have to 
worry about, "well, can they actually 
have this or not?"  The computer 
actually handles the smart subs and 
everything else." 
  
Haven't been able 
to put bedside 
connect into place 
because do not 
have enough staff.   FSD4   
Improved accuracy     FSD4   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
Helped to tailor menus.     FSD4 
"It's had a huge impact.  It's really 
helped us with that.  We've got a 
special diet and patient's got allergies, 
it's helpin us to tailor those special 
needs on that patient's menu so we 
don't mess it up on our end." 
The POS much 
improved from what 
we had.     FSD4   
Improved personalized 
service/care.     FSD4   
  
The other software 
was more intuitive.   FSD5 
"It (the other software) did a lot more 
for them…I guess…it was more 
intuitive." 
  
Problem with diet 
order changes.   FSD5 
"One of the biggest things that [the 
software] does that our other system 
didn't do…diet order changes.  I just 
helped you with your menu. 10 
minutes later, your diet changes.  It 
wipes that menu clean." 
  
Limited 
functionality of the 
software.   FSD5   
  
Modules of the 
software not 
purchased.   FSD5 
"Division probably shoulda…bought 
some of those modules where things 
would interface and move over…I 
find it hard to believe I'm the only 
one that has issues with certain stuff 
not interfacing." 
  
Had to search for 
more competent 
people in the diet 
office.   FSD5 
"We had to search for more 
competent people in the diet office.  
So we now have an RD and dietetic 
students." 
  
Didn't know that 
they needed to 
work on the menu 
more.   FSD5 
"I think we probably should have 
worked on the menu a lot more and 
not just trusted copying it over, we 
woulda been ok." 
Food allergies 
improved.     FSD5   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Implementation 
was too fast, 
should have 
slowed down for 
patient safety and 
patient experience.   FSD5 
"For patient safety and patient 
experience, I think it probably 
shoulda took a longer implementation 
that it did." 
  
Too many 
modifiers for the 
doctors to click.   FSD5 
"I think there's too many modifiers 
for the doctors to even click.  Like if 
they click too many, sometimes it 
doesn't give em any type of menu." 
  
Challenge is 
managing the 
process changes.   FSD5   
  
Challenge is to find 
the little issues and 
fixing those.   FSD5   
  
Not everything 
interfacing like it 
had.   FSD5   
  
Supplements, tube 
feedings not 
interfacing.   FSD5   
  
Hard to give up 
control.   RD1   
  
Some hospitals 
have non-
negotiables which 
doesn’t work when 
trying to 
standardize.   RD1   
  
Very hard to 
standardizes, was 
tried before and 
didn't work.   RD1   
  
System is 
reflective of the 
human person 
putting it in there.   RD1   
  
Systems will only 
do what the people 
will tell it to do.   RD1   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Menus passing to 
patients did not 
have the same 
CHO counts as the 
menus that print.   RD1   
Slight improvement 
(allergies)     Rd1   
  
Trying to catch the 
uncoded allergies.   RD1 
Doesn’t matter if you are 99% correct 
on everybody else. 
  
Uncoded allergies 
in meditech will 
not talk to [the 
software].   RD1   
  
Will always 
require a human 
person to look at it.   RD1   
A common place to 
find information i.e. 
diet order, 
supplements, tube 
feeding.     RD2   
  
Nursing saying 
patients are not 
getting meals, 
supplements, or 
even tube feedings 
that are ordered.   RD2   
  
More negative 
issues happening 
with nursing since 
implementation.   RD2   
  
All of the steps b, 
c, and d to get that 
supplement to the 
patient is the issue.   RD2   
I think diabetic snacks 
are just done.  I don't 
necessarily have to put 
that in…to 
my…knowledge.     RD2   
  
Definitions of diet 
orders different.   RD2   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
Allergies been very 
helpful     RD2   
The likes and dislikes 
and their allergies.  I 
put that in…that's very 
helpful.     RD2   
Reduce errors.       RD2 
"Everything was paper…there's more 
room for error because there was 
more human touch to it." 
Can see the benefit of 
the software once the 
database is fixed.     RD3 
"I think the idea of it and how it looks 
like it was built to work is great." 
    
Implemented for 
standardization. RD3   
  
Compatibility with 
meditech.   RD3   
Like the allergy 
function.     RD3 
One thing I really like is that 
allergies…if somebody says they 
have an allergy it gets put in the 
system and then it looks through all 
the foods that we have and it pulls out 
like just specific ingredients in a dish 
that may have an allergen." 
      RD3 
Just sitting in the diet office and you 
don't necessarily know all the 
ingredients that are going into food." 
Can keep patients safer 
(allergy function).     RD3   
  
Hard to get support 
for the technology 
after hours.   RD3 
"It's hard to get IT either from the 
[the software] side of it as well as if 
it's after hours and we don't have IT 
here…then we're just kinda stuck." 
  
Getting some of 
the bugs that need 
to be fixed.   RD3   
  
Getting locked out 
of a patient file.   RD3   
  Software times out.   RD3   
  
Does not print 
certain items.   RD3   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Adding of random 
food items.   RD3   
  
Wish we could add 
notes onto certain 
menu items.   RD3   
  
Able to add notes 
to kitchen tickets, 
but not tickets 
printing in the diet 
office.   RD3   
  
Software will just 
feel like shutting 
off…it might just 
decide to close and 
you're just kinda 
sittin there in the 
dark and you don't 
really have another 
record of what 
you're looking for.   RD3   
  
Not able to track 
changes to patient 
menus.    RD3 
"I think the point of [the software] is 
supposed to be so we're not having to 
write things down by hand and put it 
in the computer.  But, then there's no 
second log of it being written by hand 
so I had no notes if they called or not 
or if somebody forgot to put it in the 
computer or something." 
  
Likes and dislikes 
don't always work.   RD3   
  
Ground diets 
tickets will not 
print.   RD3   
See once it works, it 
works great… 
It’s just getting it 
there.   RD4   
Beneficial that can type 
in comments.     RD4   
  
Bedside orders 
erase when a new 
order comes in.   RD4 
"I think beside connect has worked 
really well as long as it's not erased 
because there's a new diet order or 
something comes down." 
Preferences the biggest 
benefit.     RD4   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
It's stressful when 
an update happens 
and it changes the 
diet office and how 
the software works, 
and you did not 
know the update 
was going to 
happen, so no plan 
to work on diet 
office stuff.   RD4 
"It's stressful to come in and think 
that you're gonna do one thing and 
spend half your day doin something 
because all of a sudden it's doin …an 
update." 
  
Let us be able to 
build stuff and 
make stuff   RD4   
  
Not able to use the 
software the way it 
can be used.   RD4 
"Use it the way it could be used 
without the stranglehold on it." 
  
Not properly set up 
to start will.   RD4   
Like that you can see 
the allergies when you 
pull up a menu, but feel 
like did a good job 
handling allergies to 
begin with.     RD4   
Registers seem to be 
working good.     RD4   
  
Lose patient menu 
choices if diet 
changes and items 
not locked in.  Had 
to learn that.   RD4   
Tickets with menu 
items printed. 
Tickets with menu 
items printed.   RD4 
"Being able to print a ticket that has 
the stuff listed on it sometimes is a 
good thing, sometimes is a bad thing, 
depending on whether we read the 
ticket or not.' 
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
They division and 
[the software] were 
all here fixing stuff 
and loading stuff 
and dealing with 
other places that 
were…just a lot on 
them.   RD4   
Updated the diet 
offices.     RD5 
"We were so backwards before.  We 
were just so antiquated." 
  
Employees want to 
question 
everything.   RD5   
  
Like the software 
better if the 
hospital had 
control.   RD5   
  
Have to put the 
supplements in 
because those don't 
go across the 
interface.   RD5   
Helps the diet clerks 
learn as the go through 
menus.     RD5 
"Now they (diet clerks) can at least 
see 'how that's a restricted food' and it 
makes them think 'well why is that 
restricted'" 
  
Dealing with the 
fact that we can't 
add foods.   RD5   
  
Big issue is that we 
don't have full 
access (to change 
things) in the 
software.   RD5   
  
Doing a lot of stuff 
that should have 
already been done.   RD5 
"You guys gotta figure that out.  That 
shouldn't be me." 
  
Recipes in [the 
software] are pretty 
much nonexistent.   RD5   
  
Menus weren't 
designed for smart 
subs at all   RD5   
  the menu   RD5   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
Food are going to be 
more accurate, because 
all the restrictions will 
be in the diet order.     RD5   
The diet orders are 
current.     RD5   
  
Diets changing and 
menus being 
erased.   RD5   
  
Meal selections 
erased.   RD5 
"What we found is if you…if you get, 
let's say you get three meals of 
preferences, but then (the patient) 
goes NPO for a procedure…You got 
like dinner that day and then 
breakfast the next day and lunch the 
next day cause you're tryin to do a 
little bit in advance.  They went NPO 
and then those preferences (requests) 
are erased." 
  
How the tally 
sheets printed 
menu items did not 
work for the food 
prep areas.   RD5   
Able to hold our staff a 
little more accountable.     RD5   
  
Other staff not 
understanding how 
difficult of a 
process this was.   RD5   
  
Tube feedings and 
patterns not being 
there.   RD6   
  
Bolus, we can't put 
in bolus, I don't 
think.  I think they 
have to put in a 
comment.   RD6   
  Tube feedings   RD6   
  
Lots of stuff does 
not carry over from 
CPOE. Which adds 
room for human 
error.   RD6   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Patterns not in 
there.   RD6 
"The diet order was in there, but then 
you go to the pattern and it's not 
there." 
Allergies have been 
good, but do not think 
really had much of a 
problem to begin with.     RD6   
Calorie Counts     RD7   
For places that didn't 
have anything in place 
that was automated, it's 
a step up for them.   
Is standardization a 
benefit? RD7 
"I think division wide, I feel like 
there were more places that didn't 
have anything than not, so it was just 
a program that you roll out to and 
everybody's gonna do the same 
thing." 
Allergies are clear in 
the system and it's 
completely restricted 
which I like.     RD7   
  
A lot of things 
have to be 
manually entered, 
as far as 
supplements, tube 
feeds, which is a 
safety issue.   RD7   
  
Have to train the 
diet office how to 
build diets.   RD7 
"If the diet changes and it doesn't 
exist yet cause we haven't built it yet, 
then it's got the potential error for 
human error just because we have to 
build it but you have to make sure 
somebody in there knows how to 
build it, make sure they build it right 
and put it on the right person." 
  
The human error 
potential, those are 
big concerns.   RD7   
  
Safety precautions 
for plastic or paper 
ware, that doesn't 
automatically 
interface in.  We 
have to add it in.   RD7   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Program not smart 
enough to combine 
diets.   RD7   
  
Too many manual 
steps.   RD7   
  
Not sure trayline is 
paying attention to 
serving sizes on 
tickets.   RD7   
  
The tickets are 
terrible, 
everything's very 
small.   RD7   
Open to change, but 
this change was really 
painful.     RD8 
"I hate to be that person that 
compares everything to what we had, 
this is how we've done it, this is what 
we did have.  Because I'm kinda open 
to change if it's good change.  But in 
our situation, it was really painful. 
Can access the 
software from any PC.     RD8 
"One think I like is that I can access 
the software upstairs.  So if I need to 
get on and put in somebody's food 
preferences, I don't have to wait until 
I come down to my office."  
  
It looks like we are 
incompetent.   RD8   
  
Nursing is upset 
with us.  So we're 
having to deal with 
nursing trying to 
get nurses to back 
us.   RD8   
  
Tube feedings do 
not sync   RD8 
We've had other systems sync it 
directly" 
Can set up snacks for a 
patient, even if they are 
npo, when the diet 
changes the 
supplements/snacks 
will be in the system.     RD8   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
Tube feedings do 
not sync   RD8   
 
System is not user 
friendly, does not 
work well.  RD8 
"I mean, it's the most…it's painful.  
It's convoluted.  It's just…anyways I 
can't express that enough." 
    Nutrition philosophy RD8   
    
Sometimes have to 
try to get an allergy 
removed from 
Meditech because it 
is more of an 
intolerance than an 
allergy. RD8   
If you do have a true 
allergy, it is good to 
kick every possible 
thing that could have 
that food item in it, out 
for that patient.  So I 
like that.     RD8   
  
[The software] isn't 
up to date.   RD8 
"[The software] really needs to work 
on getting with the program and 
comin up to speed with other 
competitive programs similar to them 
and make things more automated." 
  
Dropped to a worse 
system.   RD8 
"And then we'll just make these 
people over here that were drivin a 
Cadillac, let's make them just drive a 
pinto now.  It's ok.  They're just, 
they'll have to deal with it.  And 
unfortunately, we were the ones 
drivin the Cadillac" 
  
Much less 
functionality.   RD8 
"The system that we had before, it 
automatically told us when we were 
about to go over like a CHO limit or 
a sodium limit.  The new system does 
not." 
  
Ton of 
inconsistencies in 
the program itself.   RD8   
  
Floors tickets not 
printing. 
   RD8   
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Research objective #5:  Identify the benefits and disadvantages related to the use of the specialized 
foodservice software the department employees and department leadership perceived post-
implementation? (continued) 
Benefits Identified 
Disadvantages 
Identified 
No Benefit 
Identified Participant Illustrious Quote 
  
So much room for 
error.   RD8 
"I feel like with this system, there is 
so much room for error." 
  
Font on ticket 
small.  Tickets are 
to read.   RD8   
     RD8 
“There's a lot of things that should 
have been done right the first time 
instead of rushing to just pack in all 
these meals and all this food. And all 
these diets just to bump the system 
out to all the facilities super-fast.” 
  
Dietitians 
frustrated.   RD8 
Some days I just wanna say "Dang it, 
I'm a clinical dietitian!  I'm not a 
kitchen manager." 
  
Job satisfaction has 
decreased.   RD8 
My level of satisfaction in my job has 
decreased and this is not even about 
me…But I'm frustrated for my 
patients cause I can totally 
understand why they're upset." 
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Research objective #6:  Determine the effect the addition of specialized hospital foodservice 
software had on patient satisfaction as measured through the Press-Ganey® HCAHPS survey? 
Plus to Patient 
Satisfaction 
Negative to Patient 
Satisfaction 
No impact to patient 
satisfaction Participant Illustrious Quote 
    
If we call 3 times and 
they do not answer, we 
have to send up a 
standard tray. DC11   
    
Challenge to satisfy that 
patient who wants every 
restricted item for that 
diet that they're on. DC11   
The software 
provides me options 
to tell patients.     DC3   
     DC7 
“We have a preference 
person that goes upstairs 
so she puts in what they 
want. She visits anyone 
that's on a diet. She 
checks with to see what 
their preferences are and 
keys em in on kinda like 
a tablet and then it 
automatically prints on 
the ticket.” 
Patients are getting 
what they're 
supposed to get.     DC7   
  
Don't have all the 
food we need in the 
system impacts 
patient services.   
DO Sup 
#1   
    
Do not see an much of 
an impact  to patient 
satisfaction because 
"didn't matter what 
system, get it done for 
the patients" 
DO Sup 
#1 
"Didn't matter what 
system, get it done for 
the patients" "We're 
going to get it done for 
the patients" 
  
Effects patient 
satisfaction if 
someone forgets    
DO Sup 
#1   
    
Do not see an impact to 
patient satisfaction 
DO Sup 
#2   
  
Patients can tell a 
change has been 
made to the system.   Do Sup #3   
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Research objective #6:  Determine the effect the addition of specialized hospital foodservice 
software had on patient satisfaction as measured through the Press-Ganey® HCAHPS survey? 
Plus to Patient 
Satisfaction 
Negative to Patient 
Satisfaction 
No impact to patient 
satisfaction Participant Illustrious Quote 
The employees have 
less variety of items 
to make so can focus 
more on the 
preparation of the 
food.     
DO Sup 
#3 
I think our staff has been 
able to focus more on 
just this aspect so they've 
put their love back into 
the food part." 
Proved my point that 
room service will 
improve patient 
satisfaction.     FSD1 
"Proved my point to 
administration, room 
service will bring patient 
satisfaction up." 
    It's hard to tell impact. FSD2   
    
Really haven't seen a 
change in patient 
satisfaction. FSD2   
Improved after the 
diet office figured 
out how to optimally 
use it.     FSD3 
"When we did figure out 
how to work it and then 
we started getting 
comfortable in how to 
use it, it enhanced it 
(patient services) big 
time." 
Now have the second 
highest score (patient 
satisfaction) in the 
division     FSD3 
"Not to mention the sort 
of accomplishment that 
we took a very tough 
situation and now we 
have the second highest 
score in the division." 
  Not properly set up.   FSD3 
"It hindered patient 
services to begin with, 
because things needed, 
still to be set up." 
    
[The software] is the 
primary reason why 
we're able to do a room 
service pilot. FSD3   
Allowed more time 
for the diet clerks to 
contact patients.     FSD4 
"It's allowed the diet 
clerks to have more time 
contacting patients.  
That's probably the 
biggest impact we've 
had." 
    
Patient satisfaction 
impacted minimally. FSD4   
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Research objective #6:  Determine the effect the addition of specialized hospital foodservice 
software had on patient satisfaction as measured through the Press-Ganey® HCAHPS survey? 
Plus to Patient 
Satisfaction 
Negative to Patient 
Satisfaction 
No impact to patient 
satisfaction Participant Illustrious Quote 
    
Initially took a dive, but 
now improving. FSD5 
"It took an initial dive 
(patient satisfaction), but 
we're coming out of that 
now.  I hope to see a 
trend that will keep 
going up…as we manage 
the process of it." 
    
Why it took an initial 
dive FSD5 
"I don't really think it 
was the quality of the 
food or the recipes.  I 
think it was more the 
process and makin our 
patients feel comfortable 
with the newer process." 
    
No impact on patient 
satisfaction RD1   
  
When down in the 
beginning.   RD1   
    Have to follow through. RD1 
When you don't give 
choices they're not 
satisfied.  When you give 
choices, but don't follow 
through, that is worse. 
  
Inappropriate tray 
went upstairs to a 
patient.   RD1 
A tray with just spinach, 
no meat, no fruit, 
nothing." 
    
Patient satisfaction, I 
honestly don't know. RD2   
  
We can’t add menu 
items into the 
system.   RD3 
"It'd be easier to add 
menu items onto there 
like, for instance, 
Splenda, some people are 
really particular that they 
want Splenda on their 
tray, not equal, not sweet 
'n' low, but we don't have 
a Splenda button and we 
haven't been able to get 
that added onto there." 
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Research objective #6:  Determine the effect the addition of specialized hospital foodservice 
software had on patient satisfaction as measured through the Press-Ganey® HCAHPS survey? 
Plus to Patient 
Satisfaction 
Negative to Patient 
Satisfaction 
No impact to patient 
satisfaction Participant Illustrious Quote 
Patients a really 
happy to talk to 
somebody to give 
their order.  They 
feel like they're part 
of the process and 
they're getting 
special attention. 
But it can go the 
other way if the 
patient calls in and 
tells us their order, 
but they don't get 
what they ordered.   RD3 
“Patients a really happy 
to talk to somebody to 
give their order.  They 
feel like they're part of 
the process and they're 
getting special attention 
but it can go the other 
way if the patient calls in 
and tells us their order, 
but they don't get what 
they ordered. “ 
  
5 patients stated they 
gave orders, but 
when the tickets 
printed out it just 
printed out a 
standard for them 
and so they were 
really upset.   RD3   
Patients really like 
the one-on-one 
preferences.     RD4   
Comments from the 
preference person 
really helps with that 
personal connection.     RD4   
    
Worried about 
switching to room 
service, will be losing 
the personal connection 
make with patients with 
the one-on-one 
preferences. RD4   
    
Patient satisfaction 
about the same RD4 
"I know our numbers are 
better, but they dive 
bombed when they first 
did it.  And it was nothin 
but patient complaints 
because things weren't 
talkin right.  They 
ordered something, they 
didn't get it.  I think it's 
better now. 
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Research objective #6:  Determine the effect the addition of specialized hospital foodservice 
software had on patient satisfaction as measured through the Press-Ganey® HCAHPS survey? 
(continued) 
Plus to Patient 
Satisfaction 
Negative to Patient 
Satisfaction 
No impact to patient 
satisfaction Participant Illustrious Quote 
    
Our patient satisfaction 
went down and then it 
slowly went back up. Rd5   
    
Had to become more 
dedicated in ensure 
patients were getting 
what they asked for. RD5   
I think it's good.  It's 
been a positive as far 
as patients getting 
more of what they 
want.     RD6   
  
Patients don't like 
that they don't have a 
menu, which we're 
working on, but 
that's not necessarily 
[the software]'s fault, 
cause we are getting 
that.   RD7   
  
Patients are more 
dissatisfied.   RD7   
  
Comparing old 
system to new, they 
wanna know where 
our old system is 
because they loved 
it.   RD8   
  
My job is a 
complaint fielder.  
That's all I do all 
day.     RD8 
"After working here for 
13 years and hearing 
ya'lls food's great!  Ya'll 
are doin something right 
down there." To all of a 
sudden, my job is a 
complaint fielder-that's 
all I do all day - I'm very 
frustrated!" 
  
No longer choosing 
what they want to 
eat.   RD8   
  
Patients ask for 
items and they don't 
come on their tray.   RD8   
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Research objective #6:  What is the effect the addition of specialized hospital foodservice 
software had on patient satisfaction as measured through the Press-Ganey® HCAHPS survey? 
(continued) 
Plus to Patient 
Satisfaction 
Negative to Patient 
Satisfaction 
No impact to patient 
satisfaction Participant Illustrious Quote 
  
Less options for 
patients.   Rd8 
"We just have to say "no, 
we didn't make omelets 
today, and we don't have 
those offered at dinner. 
I'm sorry." 
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Research objective #7:  Identify the modifications to procedures diet office personnel adopted 
post-implementation and why? 
Modification Identified 
No Modification 
Identified Participant Illustrious Quote 
Moving toward a better 
educated diet office staff   
DO Sup 
#3   
Moved to a whole new crew 
of diet clerks with different 
skill set   
DO Sup 
#3   
Previous diet clerk of many 
years, no longer in the diet 
office, could not make it   
DO Sup 
#3 
Our main one that was in there (diet 
clerk) she couldn't get it ([the 
software])" 
  
Day to day layout has 
been pretty much the 
same 
DO Sup 
#3   
Have changed the 
procedures since 
implementation   
DO Sup 
#2   
Double checking printed 
tickets with patient list   Do Sup #3 
We have to have so many…like pieces 
in place to make sure our patients are 
being fed and we're catching everybody 
(patients), so I think that's been a really 
difficult thing." 
We changed it back to 
checking against the 
Meditech List.   
DO Sup 
#1   
Problem was the trainer had 
us checking against two 
reports from the same 
system.  It wasn't working 
well.   
DO Sup 
#1   
Handwrite on tickets.   
DO Sup 
#1 "Handwriting a lotta stuff" (239) 
Have to handwrite stuff 
down…problem when 
someone forgets to write it 
down.   
DO Sup 
#1   
Added more restrictions then 
in the original set up.   DC2   
Using recipes not for the 
intended purpose and 
communicating to the cooks 
the modification.   DC3 
"For lunch…they have bacon for pizza 
but they don't have it listed for 
hamburgers so if you want bacon for 
your hamburger, I have to go into 
"build your own pizza" hit bacon for 
pizza, which shows up on the 
tally…their lookin for a pizza…So I 
have to tell them (cook) it's not for 
pizza; it's for a burger." 
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Research objective #6:  Identify the modifications to procedures diet office personnel adopted 
post-implementation and why? (continued) 
Modification Identified 
No Modification 
Identified Participant Illustrious Quote 
Recipes not in database so 
modify and write it in.   DC3 
"Lady (patient) today asked for a 
turkey club sandwich…it makes her 
happy.  So it's not on the thing (in the 
data base), but…it's not that hard to 
make." 
States not much has changed 
since training; however, the 
diet office is check against a 
meditech report which was 
not part of initial training.   DC3   
  
It really hasn't changed 
procedures since 
implementation DC11   
  
Hasn't changed 
procedures since 
implementation. DC7 
"We pretty well do everything they had 
told us to" 
We kept running across 
problems so we went back to 
checking menus against 
meditech.   DC2 
"We kept running across problems so 
we went back to the old way." 
Take the master checklist 
that she's highlighted in the 
diet office and I look on my 
computer system for all the 
ones that they don't have…to 
make sure that, if they're 
NPO they're not getting 
anything.   DC10   
Trayline given a checklist 
and they check to make sure 
that we got everybody   DC10   
Go through the meditech 
sheets, compare it with the 
tickets.   DC3   
Check tickets before each 
meal because of issues of 
patient not getting trays or 
incorrect trays.  This step 
added after training.   DC3   
Have to go into meditech to 
check the order if the 
software and meditech don't 
jive to check.   DC3 
"If this and this don't jive, I have to go 
back into Meditech and check 
that…cause that's where the actual 
orders have been submitted by the 
doctor." 
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Research objective #7:  Identify the modifications to procedures diet office personnel adopted 
post-implementation and why? (continued) 
Modification Identified 
No Modification 
Identified Participant Illustrious Quote 
There are some things we 
can't put in on the menus.  
Like we've got different 
items now that we put on the 
menus…we gotta write it on 
there.   DC8   
Write little notes to help 
remember things.   DC5   
I have to mark it out.   DC3   
I have to tweak it by hand.  
And that, to me, is time 
consuming.   DC3 
"They don't have Splenda on here at all 
(in the database)…so I make a tweak 
that says "send Splenda". 
You have to write it in   DC3   
We've just changed up the 
order in which we do things, 
just because it makes a little 
bit more sense to do things at 
certain times.   DC4   
  I adapted DC3   
  
Diet clerk adapting to the 
program DC3 
"It's gotten better, and I think that's 
because I've adapted. 
Adapted the timeline   DC3   
Moved a few things around, 
timing-wise.   DC6   
  
No modification from 
what the trainer showed 
them to do. DC9   
  
Nothing really different 
from the trainer. DC11 
Nothin really different.  I tried to stick 
with what I heard the instructor tell 
me." 
Cheat sheet with food listed 
to be cooked fresh for 
trayline.   DC1   
Items listed for short order.   DC1 
"List items for short order prior to each 
floor the food items is to be sent." 
Using meditech sheets to 
check tickets.   DC2   
With new diet orders, check 
to see if the order, allergies, 
and restrictions have come 
across.   DC2   
Went back to using the 
Meditech sheets.   DC2   
Double check tickets for 
food allergies.   DC1   
317 
 
APPENDIX N.  
 
CODEBOOK 
 
Research objective #7:  Identify the modifications to procedures diet office personnel adopted 
post-implementation and why? 
Modification Identified 
No Modification 
Identified Participant Illustrious Quote 
Check dates, allergies, room 
number, name.   DC1   
Make sure that meal is 
correct.   DC1   
Still check sheet for 
allergies.   DC2   
Lot of manual checking and 
rewriting and reworking.   RD3 
"I don't know if it's working to the best 
of its ability right now, we still have a 
lot of manual checking and rewriting 
and reworking and the system going 
down." 
Relied on other RD to fix 
things.   RD4   
Knew could go to other RDs 
to answer questions.   RD2 
"I know if I had questions, they (other 
RDs) would pick up on it and…would 
answer my questions after, after the 
original training." 
Dietitian put in tube feedings 
and supplements into 
software.   RD3 
"As an RD, I put in tube feedings, add 
supplements, if the doctors are adding 
supplements and they print at our 
office, I'll put em in there.  I know they 
print in the diet office too but if I can 
put em in there and that saves em a 
second or two and I always try to do 
that." 
Have to check meditech 
versus what's printing outta 
[the software] cause just 
some of em just don't print.   RD3 
"In the beginning I wasn't doing the 
double check cause it takes…an extra 
15 to 20 minutes to hand do all of em.  
So I wish I woulda known that cause I 
did miss some trays in the beginning." 
Handwrite patient meal 
requests and check the next 
day to make sure they are 
still in the system.   RD5 
"Persons or patients that are really 
particular, she'll handwrite it down and 
make sure the next day something 
hasn't happened, their diet's changed or 
got erased or whatever." 
The dietitians put in the 
orders for supplements and 
tube feedings and all of that.  
And…it has to be done in 
duplicate.   RD2   
Try to make sure that we put 
in the supplements or tube 
feeds.   RD7   
RDs add tube feedings more 
accurately.   RD5 
“Add tube feedings more accurately 
because sometimes our staff get the 
order and they don't enter it write.” 
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Research objective #6:  Identify the modifications to procedures diet office personnel adopted 
post-implementation and why? (continued) 
Modification Identified 
No Modification 
Identified Participant Illustrious Quote 
RD modify diabetic patterns   RD6 
 “The way they have it new Glucerna 
shakes are taken out of the pattern, the 
diabetic pattern.  I may change the 
pattern a little bit” 
Modifying orders for future 
meals   RD4 
“Fixin orders for the future, like our 
ERAs patients.  We'll go ahead and do 
dinner for tonight, go ahead and fix 
that for what the doctor wants em to 
have so the kitchen doesn't have to 
worry about it”. 
Revised the workflow many 
times   FSD5 
"cause either we find…we find some 
functionality that they didn't tell us 
about or we find it goes better at a 
different time." 
Been some fine tuning of 
changes to the diet office    FSD3   
  
Want to utilize more of 
the room service 
functions that it has.  I 
would change menus.  
Right now I don't know 
what I can't do…because 
it is restricted. FSD3   
  
Procedures haven't 
changed. FSD4   
Site 3 had changed the 
breakfast menus to improve 
patient satisfaction, adding 
more variety.     
Observation and discussion outside of 
interviews. 
Checking against census 
sheet.   FSD5 
"One of the things we had to 
implement was having the census 
sheets print to the diet office three 
times a day so we could double check 
those tickets." 
Double check menus   FSD2   
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Research objective #6:  Identify the modifications to procedures diet office personnel adopted 
post-implementation and why? (continued) 
Modification Identified 
No Modification 
Identified Participant Illustrious Quote 
Had to get a special screen 
set up where we can go in to 
meditech where the nurses 
and doctors put in diets so 
we can actually see exactly 
what is bein put in versus 
what we see in [the 
software]…[the software] 
was sayin one thing and 
meditech was saying 
something different.   FSD2   
 
